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HAND AND BUGGY USE. Class Stopper and METAL CAP BOTTLE. 


Designed by us and made for us exclusively. 


A safe container for Carbolic Acid, Tincture Iron, Iodine, Ergot, 
Chloroform and similar Fluids. 


It is made of the best heavy flint glass, with an emery ground glass stopper 
fitted accurately to the opening, and the same is absolutely kept in place with 
a metal cap, which firmly screws over the stopper and around the neck of the bottle, 
thus preventing any possible cnance of the stopper becoming loose, and reducing 
the liability of leakage, if any, to virtually nothing, as this is not an ordinary sand 


PRICE, $6.00 

DIMENSIONS.—11 in. long, 6% in high, and 
5% in wide. Contains 21 l-oz., 24 3-dr.,3 3-oz., 
and 4 2-0z., G. S. & M.C. bottles for acids, 
etc. Also a large Supply space, 10x5x1 
ia. deep. it is fitted with the ‘‘Western’’ 
silver plated springs for holding the bottles, 
metal covered flanges at head of corks, pre- 


ground stopper, but one especially ground for us with emery, making the same fit 
very snug in the neck of bottle. The merits of this device are easily appreciated, as 
nearly every doctor has had trouble and inconvenience by not having a reliable 
container for such and similar fluids as named above. 

This bottle is as perfect as money and modern skill can make it. 


venting same from coming out and spilling con- Capacity. Diam. of Body. Length over-all. Price, each. 
tents; nickel spring lock and key and extra ounce. 1% inches. 4% inches... 25 cents 
strong handle with nickel reinforcements on 2 ounce. 16 inches. 5 inches... 25 cents 
inside. 4 ounce. inches. 6% inches..... 30 cents 

Is made of heavy black grained water-proof 6 ounce. 2 inches. 6% inches PCT 
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protected with leather buttons cheaper and more convenient than the old style metal case bottles. 

é Send for 80-page illustrated catalogue. 


WESTERN LEATHER Co., No. 36 WABASH AVE 
Western Leather Manufacturine “*°cHicaco. 


I 
t 
€ 
t 
t 
a 
d 
a 
fi 
it 
b 


3 
Hi 
i 
| 
| 
4 
| 
| 
FOR 
/ 
— 
i 77 
4 
= 
tl 
a 
ir 


American Journal of Surgery and Gynecology. 


VoLUME XIII. 


ST. LOUIS, MO., DECEMBER, 1899. 


NUMBER 6. 


OPERATION ON IHE CERVICAL GANG.I4 OF THE SYM- 
PATHESIc FoR EP.LEPSY, GLAtCOMA AND 
EXVJPHTAALMIC GUITER.* 


BY EMORY LANPHEAR, M. D., PH. D., LL. D., ST. LOUIS, MO. 


Formerly Professur of Operative Surgery in the Kansas City Medical 
College and Professor of the Principles and Practice of Surgery 
in the St. Louis College of Physicians and Surgeons. 


I wish to briefly mention an operation which has of late at- 
tracted much attention in St. Louis, viz.: Jonnesco’s operation (ex- 
cision of the cervical ganglia of the sympathetic) for glaucoma, 
exophthalmic goiter and epilepsy. A number of operations have 
been made by Dr. James Moores Ball, professor of opththalmol- 
ogy in the St. Louis College of Physicians and Surgeons, Dr. 
T. C. Witherspoon, professor of surgery in the Marion Sims Col- 
lege of Medicine, and myself—with varying results. It is of the 
practical points only (methods and results) I will speak, leaving 
to neurologists and physiologists the task of explaining the cause 
of the changes wrought by the surgeon. 


GLAUCOMA. 


It is in glaucoma that the most remarkable and satisfactory 
results have been attained—results which could in no way be 
attributed to “suggestion” or to the mental effect of the operation 
per se. Numerous patients have been subjected to the operation, 
under the observation of some of the must competent ophthal- 
mologists of the world; with an undoubted verdict in favor of the 
procedure. Tho it has not caused much commotion in the surgi- 
eal world, for the relief of glaucoma Jonnesco, of Bucharest, has 
for quite a time advocated removal of the superior cervical gang- 
lion of the sympathetic. In Semaine Medicale, October 20, 1897, 
he gave his first publisht account, recording a few operations and 
claiming most remarkable results; thus: A man of 50 had glau- 
coma for six years, with total loss of vision for four years; very 
soon after operation tension fell to normal and vision was re- 
stored sufficiently to enable him to count fingers at six feet! 
Subsequently he operated upon a comparatively large number of 
patients, with equally gratifying results in all but two cases. 

Notwithstanding the satisfactory termination of these cases, 
the operation has been subjected to considerable criticism—chiefly 
by those who have not tried it nor even watcht the progress of 
a case after operation. Panas, of Paris (Bulletin de l’Academie 
de Medicine, May 24, 1898), commenting upon Jonnesco’s work, 
claims that the cases are too few and the reports too early after 
operation to make it advisable to adopt sympathetectomy as 
a treatment of either acute, subacute, chronic or simple glaucoma. 
Hansell and Reber, of Philadelphia (Gould’s Year-Book of Medi- 
cine and Surgery, 1899), say: ‘“‘Panas is right in contending 
against the adoption of so serious an operation when the results 
claimed are based upon insufficient data.” 

Nevertheless experiments are being made in St. Louis, and 
with promise of success. Dr. James Moores Ball, with his as- 
sistant, Dr. E. C. Renaud, has operated upon a number of pa- 
tients, with fairly satisfactory results; as in one case of chronic 
glaucoma (which I saw with them) a patient who had scarcely 
light-perception in the affected eye was able to count fingers at 
8 feet within a short time after operation; and the improvement 
has, apparently, been permanent. 

Seriously—while from the standpoint of the average ophthal- 
mie surgeon who makes operations of such trifling degree as 
those for strabismus or cataract or even does an occasional enu- 
cleation, removel of the superior cervical ganglion of the sympa- 


thetic may seem a “serious” procedure (as Hansell and Reber ; 


term it)—from the standpoint of the general surgeon, accustomed 
as he is to the most formidable undertakings, with perfect aseptic 
details the operation is but a simple, easy and perfectly safe one. 
When it comes. however, to the procedure necessary for epilepsy 
and exophthalmic goiter: excision of all three of the ganglia upon 
first one side of the neck and a week later upon the other, it is 
indeed more than a simple operation, and should not be attempted 
by the oculist with his usual loose methods of autisepsis. Only 
the most perfect asepsis can save the patient from danger. But 
when it is performed by one thoroly familiar with the surgical 
anatomy of the neck, and with the same care as that exercised 
in making an abdominal section it is practically free from danger. 

Technic.—Three methods have been proposed for reaching the 


*Read before the Mississippi Valley Medical Association, Chi- 
cago, 1899. 


superior ganglion: (1) Splitting the sternocleidomastoid near its 
point of origin, thus coming down directly to the desired spot on 
the carotid beneath which lies the ganglion; (2) pushing the 
muscle backward and entering the carotid.sheath in front; and 
(3) pushing the muscle forward, raising the carotid, jugular and 
pheumogastric—thus reaching the underlying ganglion. The last- 
named is the easiest. In either instance the ganglion is seized 
with forceps, pulled away from the carotid and cut at a point 
near the second ganglion, drawn down and its upward extension 
severed as near the base of the skull as possible, and last of all 
its efferent fibers clipt. The wound is then closed without drain- 
age. As already said, this operation is neither difficult nor dan- 
- gerous, and can be done within a few minutes by anyone familiar 
with the anatomy of the neck. It is necessary to operate upon 
only the affected side usually. 

The effects are immediate; and in favorable cases permanent 
and satisfactory. 


EXOPHTHALMIC GOITER. 


Hitherto operations for exophthalmic goiter have been limited 
to thyroidectomy—with other than thoroly satisfactory results; 
and ligation of the thyroid arteries—not yet demonstrated to be 
of permanent value. 

M. Allen Starr, of New York, collected details (Gould’s Year- 
Bock, 1899), of 190 operations for this disease in which removal 
of the enlarging thyroid was followed by cure in 74 cases, 45 were 
relieved of the most distressing symptoms, 3 were unrelieved and 
33 died—a mortality of more than 17 per cent.; of which it may 
be said that an operation which is attended with a: mortality of 
17 per cent., with a prospect of curing less than 40 per cent. is 
hardly an ideal one, and scarcely to be recommended. Jon- 
nesco, commenting upon Starr’s report, claims that most of the 
successful cases (treated by thyroidectomy) were not true exo- 
phthalmic goiter, whereas in the typical cases the mortality was 
really much higher than the figures given—an argument which 
appeals strongly to any surgeon who has had much experience 
in removal of the thyroid; thyroidectomy being an operation of 
serious magnitude even with a patient who has not the tremen- 
dous cardiae disturbances of Basedow’s disease. 

If, therefore, an operation can be devised which is equally, 
or more, efficacious, and in skilled hands devoid of danger, a 
great advance will have been made in the surgical treatment of 
this grave disease. Ligation of the thyroid arteries was sug- 
gested by Kocher, of Bern, as a substitute for the grave thyroidec- 
tomy, and has been considerably experimented with. At the 
Paris Surgical Congress two years ago Kocher reported 34 cases 
operated upon and Rydygier 22. Of Kocher’s patients 31 were 
relieved—or even cured—and 3 dfed, from the disease and not 
from operation; of Rydygier’s 20 were cured or greatly relieved 
and 2 were wholly unrelieved. This is certainly a far better 
showing than from the much more dangerous (in this disease) 
thyroidectomy; and goes far toward establishing the theory as 
to the cause of the circulatory and other disturbances, upon 
which removal of the gland is advanced; viz.: an excess of thy- 
roid secretion in the circulation. Removal of the thyroid gland 
causes, of course, cessation of the secretion of the peculiar liquid, 
and is sometimes followed by myxedematous symptoms which 
demand the more or less continuous administration of thyroid 
extract—the exact equilibrium being occasionally hard to estab- 
lish. If, then, Kocher’s operation (ligation of the thyroid arteries) 
will cause a permanent atrophy of the gland and consequent 
diminution of its secretion, it follows naturally that it is the 
‘ideal operation for exophthalmic goiter, granting this disease to 
be dependent upon the cause just mentioned; but, unfortunately, 
this point has not yet been determined and therefore Kocher’s 
treatment—like other methods—must still be regarded as purely 
| experimental—with clinical evidence thus far greatly in its favor. 
so far as concerns the cardiac symptoms at least. 

But a number of investigators along the line of surgical cure 
of this peculiar affection have been struck with the necessity of 
doing something which would relieve the ocular symptoms as 
well as the cardiac; and excision or resection of the cervical sym- 
pathetic seemed best to meet the indications. Quite a number 
of patients have been operated on--with varying res Faure, 
of Paris (Gould’s Year-Book, 1899), has excised the cervical 
ganglia of the sympathetic in 3 cases, with one death, and ad- 
vises bilaterial] removal with a delay of a few days between 
operations. Jonnesco (Ibid.) reported 3 cases of simple resection 
of the cervical sympathetic—all successful; partial excision 12 
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times—with 11 relieved and one not benefited. Gerard-Marchana 
and Abadie (Presse Medicale, July 3, 1897), also report a case in 
which operation was not followed by any disagreeable symptoms, 
tho there was markt dilatation of both pupils; at the end of ten 
days the patient could close both eyes, there being such diminu- 
tion in the protrusion of the eyeballs. They claim that the ex- 
planation of relief from thyroidectomy is not the lessening of the 
thyroid secretion, but the disarrangement of the cervical sympa- 
thetic during the manipulation necessary to effect removal of 
the gland; their theory being that the symptoms found in exoph- 
thalmiec goiter are dependent upon excitation of the vaso-dilators 
of the cervical sympathetic so that removal of the ganglia, do- 
ing away with this, effects a cure. Whether or not this is the true 
explanation of the peculiar phenomena of this disease the opera- 
tion is worthy of further trial, judging from clinical evidences 
thus far presented. In Dr. Witherspoon’s case, operated upon 
some two weeks ago, there has been quite a decided improve- 
ment. 

Technic.—After thoro preparation an incision is made from 
the tip of the mastoid to the acromion, and the sterno-cleido-mas- 
toid muscle quickly exposed, the external jugular being ligated 
and cut. The upper part of the sterno-cleido-mastoid may have 
to be split. The great vessels and pneumogastric are then ex- 
posed by blunt dissection, and when thoroly bared are lifted up- 
ward and forward, and the upper ganglion searcht for. When 
found it is to be carefully dissected out without rupture of its 
connecting filaments with the middle ganglion, as these must be 
the guide to the middle and lower ganglia. At this joint the 
efferent nerves must be cut; they are the filaments which go to 
the eye. 

The upper ganglion having been liberated, the sympathetic 
tract is followed downward to the little enlargement called the 
middle ganglion. There is really no cause for removal of this 
ganglion, as it is in no way connected with the pathology of the 
disease—it is merely a matter of convenience in reaching the 
lower, and in this disease the most important, ganglion. Some 
difficulty is experienced in locating and removing this, as it often 
lies in part behind and below the outer end of the clavicle. It is, 
when dissected loose, removed with scissors and the wound packt 
firmly in the gauze to control oozing, which is not serious. When 
all oozing is checkt, the great vessels are allowed to fall into 
place, and the deep fascia sutured with catgut—great care being 
exercised that no “dead spaces” are left as possible foci of in- 
fection. About two other rows of sutures are needed to perfectly 
close the wound. The cut in the skin may be closed as best suits 
the operator; I prefer chromicised catgut. The entire head, chest 
and neck are then envelopt in sublimate gauze, cotton and starch 
bandages—the probability of infection being great unless the most 
extreme care is taken in applying the dressings. With children 
(in the same operation for epilepsy), in addition to the starcht 
crinoline dressing of the wounded parts, I would advise the ap- 
plication of a small amount of plaster-of-paris bandage around 
each elbow so the fingers cannot possibly be brought to the 
wound. 

The dressings are allowed to remain 6 to 10 days; until opera- 
tion on the opposite side. . 

Some European operators have advised operation upon both 
sides at the same time. I do not believe it is proper, especially 
in goiter where the heart is so disturbed that prolonged anesthesia 


‘must be highly dangerous; and in an operation which from its 


peculiar character so profoundly affects cardiac action. 

If performed under ideal asepsis there is absolutely no pain 
following the procedure; and the discomfort of the stiff dressing 
and recumbent posture is not sufticient to cause the patient to 
reject the second operation. 

EPILEPSY. 

It is in epilepsy, however, that this operation will have its 
widest field of application if further experiments bear out present 
indications. For long it has been held, by some, that in epilepsy 
there is a constant excitation of the vaso-dilators of the cervical 
sympathetic, resulting in a chronic irritability of the brain; and 
upon this theory a number of patients were some years ago sub- 
jected to simple section of the cervical sympathetic—with a markt 
improvement in most instances, but with almost universal re- 
turn, gradually, from restoration of the nerve fibers, as we now 
presume; so that instead of simple section of the nerves complete 
removal of the entire chain of ganglia upon each side of the neck 
is now practjst— vith what appears to be a permanent and satis- 
factory vost in some cases. 

It must be admitted, however, that too few operations have 
yet been made in this disease, and too short a time has elapst 
since most of them have been performed, to allow more to be said 
than that results thus far obtained are sufficiently encouraging 
to warrant further trial; but enough experimentation has been 


made to justify formulation of certain conclusions; thus: 

1.. Every case must be an experiment unto itself. No man 
can say in advance that a certain patient will or will not be bene- 
fited by operation. 

2. The results are not dependent upon the degree of suscep- 
tibility of the patient (as is too often the case with other opera- 
tions for epilepsy), but upon the markt changes which take place 
in the cerebral circulation. 

3. Cases of more than four years’ duration cannot be promist 
any hope of improvement, as results have thus far been negative 
in all such cases experimented with. 

4. Of cases recently developt: a few are cured; others are 
improved; many unchanged. 

But, as already declared, enough improvement has been noted 
to warrant further experimentation. I believe, tho, that it should 
be fully explained to every patient (or his friends) that the work 
is purely experimental and that nothing can be definitely promist 
save that he will not be made worse—which is true. If in the face 
of these explanations, the patient is willing to submit to opera- 
tion, it is justifiable. 

None of the patients operated upon in this country have past 
the period when it may be said that a cure had been effected, as 
at least two years must elapse after the last paroxysm before 
the patient can be said to be well. The internal treatment which 
has been found to be most efficacious in each particular case 
should be continued during this period of two years’ waiting. 

Unfortunately, not many patients will submit to operation 
after full explanations are made, as just suggested—most epilep- 
tics have been “fooled” too often by charlatans and others who 
“work” these unfortunates for all they are worth and thereby 
render them suspicious of the motive of every true investigator. 
A few have had the courage to undergo the ordeal of what to 
them appears a severe operation, and which necessitates remain- 
ing in hospital for a period of two weeks if all goes well. But 
while without danger, occasional complications arise, of gravest 
import. Thus: in one of my operations markt symptoms followed 
removal of the ganglia of the left side (those of the right having 
been previously excised)—similar to those observed by Rodocanche 
(London Lancet, Oct. 9, 1897), following removal of the thyroid; 
viz.: restlessness, rapid pulse and accelerated respiration, in- 
creast mental activity, ete.—giving rise to the suspicion that 
Marchand and Abadie are right in their supposition that the good 
results obtained from thyroidectomy in exophthalmic goiter (just 
alluded to) are due in great part to unintended interference with 
the cervical sympathetic. In my case—a woman of 30, epileptic 
6 years—during extirpation of the inferior ganglion the vertebral 
artery was accidentally torn at a point so near its origin as to 
necessitate ligation of the subclavian. There was unusual shock 
following the operation, with temperature of 96 degrees, pulse 
above 110 and respiration 30; twenty-two hours after the opera- 
tion she had a violent epileptic seizure, followed by so complete 
collapse that for two days we feared she would die; pulse more 
than 150, respiration above 40, temperature 97 or less, much 
restlessness not controlled by morphine and atropine until heroic 
doses were given. She gradually rallied, the pulse and respira- 
tion became normal and temperature rose to 991%4 on the fourth 
day—followed by uneventful convalescence, the only symptoms 
of note being the unequal dilatation of the pupils. 

In conclusion I can but say: this is only a preliminary, frag- 
mentary report which I hope to supplement next year by a full 
record, including details of all my cases operated upon. I now 
have two cases of exophthalmic goiter and twenty-two of epi- 
lepsy under advisement—many of which I expect to be able to 
report upon at our next meeting. But however unsatisfactory 
this paper may be, I hope it will attract sufficient attention that 
others may be induced to try the method in these diseases which 
have thus far too often proven incurable by either medical or 
surgical measures. 


Dr. E. E. Montgomery, Professor of Gynecology in Jefferson 
Medical College, Philadelphia, after a careful study of the subject 
of uterine cancer, concludes: 1. Cancer of the uterus is a local dis- 
ease in its origin, which tends to invade the neighboring structures, 
but extends to the corresponding lymphatic glands much more 
slowly than in other parts of the body. 2. The chief dangers of 
relapse are from nests in the adjoining tissues which have es- 
caped removal, and reimplantation of fragments during the prog- 
ress of the operation. 8. The data at our command forms no ac- 
curate basis upon which to establish definite or positive prognosis. 
4. From our present knowledge, we must depend upon the subse- 
quent progress to determine the cure. If relapse occurs it will 
most likely take place within the first six. months. Should the 
patient escape two years, cure may be considered as having been 
establisht. 
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ON THE PRACTICAL VALUE OF THE URETHROSCOPE. 


BY F. KREISSL, M. D., CHICAGO, ILL. 
Professor of Surgical Diseases of the Urinary Organs, Chicago Clinical School. 


Urethroscopy in its present stage of perfection, thru the em- 
ployment of electricity for illumination of the tubes of large 
ealiber, has opened new and broader scopes for the management 
ef urethral ailments. This is especially appreciated by those 
who years ago have been engaged in this work, when we used 
sunlight, or the candle-light, thrown into the narrow tubes by 
means of a reflector, never being in a position to see objects in 
direct light, and gaining very little positive information of the 
folded mucous lining of the urethra, the largest tube employed 
having been of the size 24 Chariere. Yet if urethroscopy is still 
rather a stranger to the medical profession compared to the other 
means of diagnosis and treatment, it cannot be charged to any 
fault or insufficiency of the method. The fact is: it requires not 
enly time, patience and perseverance to recognize and differentiate 
the normal from the diseased tissue thru the urethroscope, but 
also a great material on which to study and to gather the ex- 
perience. One cannot learn by the book how to ride on horse- 
back or how to swim, and the same is true of urethroscopy. But 
as the general practitioner or those who start to make genito- 
urinary diseases a specialty do not possess the necessary mate- 
rial, and the busy specialist very often does not take the time 
required to devote to this discipline, it is badly neglected in spite 
ef its great and unquestionable value. To this one may add the 
tendency of nearly all of the publications on this subject to ex- 
patiate almost exclusively on the diagnosis and treatment of 
chronic gonorrheal urethritis, while, if any, very little space is 
devoted to the value of urethroscopy in diagnosing, locating and 
treating the various morbid conditions of the urethra, conditions 
which often cannot be ascertained by any other means, and went 
unrecognized before the employment of the urethroscope. 

In the treatment of chronic gonorrhea, for which it is most 
extensively employed, the method has disappointed many of us. 
With our present knowledge of the pathology of the gonorrheal 
process, it is difficult to understand how local applications of 
caustics or astringents to infiltrated portions of the urethra 
should affect the gonococcus, existing in the deeper layers of the 
tissues. Yet there is a limited number of cases of chronic gonor- 
rheal urethritis in which other means have failed, where urethro- 
scopic treatment will effect a cure; cases in which the gonococcus 
has retreated to a few disseminated granulating spots of the 
mucous lining, not yielding to injections of fluids in the ad- 
missible concentrations, but easily eradicable by local applica- 
tions of concentrated caustics to the diseased area. Notwith- 
standing the formation of abscess, periurethritis, epididymitis 
and other serious complications, urethroscopic treatment of acute 
gonorrhea is still—though steadily decreasing—resorted to, dis- 
crediting the actual value of the method. 

In the doubtful cases of so-called strictures of very wide 
ealiber, and to differentiate between a spasmodic and genuine 
stricture, the urethroscope will be found to be the only reliable 
guide, because an organized stricture is followed by unmis- 
takable visible changes in the color of the mucous membrane 
and the configuration of its natural folds. 

The urethroscope is almost indispensable for many cases of 
so-called latent gonorrhea, localized in a paraurethral duct, in a 
Cowper gland, or in follicles of the prostatic urethra. Thru the 
tube we bring the opening of secreting ducts into plain view; we 
can directly aspirate the secretion, subject it to a culture test 
and microscopic examination, and thru the same route eventually 
treat the diseased parts. 

Fissures close to the meatus at the triangular ligament and the 
vesical neck frequently produce symptoms resembling those of 
cystitis. I have seen such cases treated with irrigations and in- 
stillations for years, when the urethroscope cleared up the situa- 
tion, and a single cauterization brought a speedy cure. Quite 
frequently I have seen these fissures following upon the futile 
attempts to forcibly enlarge a narrow meatus with sounds, and 
the overstretching of the sphincter externus by the various dila- 
tors designed for the posterior urethra. 

In the female urethra they are usually produced by clumsy 
manipulations with various instruments, especially by catheters 
having a rough surface, and by forcible dilations for exploring 
purposes. Quite a number of urethral discharges treated for a 
long period and finally given up as incurable cases of gleet show 
themselves as the local symptoms of secondary syphilis when 
seen through the urethroscope. It is of no less importance to 
know of the existence of a venereal ulcer in the anterior urethra 
in a recent secretion from there, no matter if it is caused by the 
chancre only, or by this and a coexisting gonorrhea. 


Ulcerations due to syphilis or tuberculosis cannot be recog- 
nized without the aid of the urethroscope, also papillomata, poly- 
poid tumors, nor a cancerous growth in its earlier stages, in which 
most of them are diagnosed erroneously as strictures. Such cases 
are reported by Van Hook, Kaufman, Kocher, Sir Henry Thomp- 
son, and others, and illustrate the value of the urethroscopy in 
establishing an early diagnosis. In this way I have repeatedly 
seen and removed polypi and papillomata which produced the 
symptoms of chronic urethritis when situated in the pars an- 
terior, or of cystitis with tenesmus when they started in the 
membranous part and, growing larger, had entered the external 
sphincter. Altho of rare occurrence, I have seen two cases of so- 
called hemorrhoids of the urethra—ectatic veins in the spongious 
portion causing quite profuse hemorrhages after erections, which 
were promptiy stopt by electro-cauterization thru the urethro- 
scope. 

The diagnosis and removal of foreign bodies incidentally or 
intentionally brought into the urethra from outside, or of urethral 
ealeuli, or calculi caught in the urethra on their journey down 
from the upper urinary ways, is much facilitated by the illum- 
inated tube, and very often allows us to dispense with external 
urethrotomy. 

There is no doubt that urethroscopy has its limits just like 
any other method, but it is obvious that, if judiciously employed, 
with improved instruments and the necessary experience, it can- 
not fail to satisfy within these limits and prove one of the most 
valuable aids in combatting urethral ailments. 

1006 Stewart Building, Chicago. 


PROFUSE DIARRHEA TWELVE HOURS FOLLOWING 
LAPAROTOMY. 


BY CHARLES G. LEVISON, M. D., SAN FRANCISCO, CAL. 


Acting Surgeon to the San Francisco Polyclinic, Visiting Physician to the Mount 
Zion Hospital, Member American Medical Association. 


Last July there was admitted into my surgical service, at the 
City and County Hospital, a Chinaman, age 35, suffering from an 
acute attack of appendicitis, temperature 100, pulse 100; tympan- 
itis in cecal region exquisitely sensitive, with the “facies” of an 
incipient peritonitis. He was treated for a catarrhal appendicitis, 
his bowels being evacuated by moderate doses of calomel and 
rhubarb, all of which afforded him no relief. Within 24 hours his 
temperature rose to 102 and his pulse to 110, at which time the 
diagnosis of suppurative appendicitis was made, for which condi- 
tion the abdomen was opened. 

Great difficuty was experienced in locating the appendix, ad- 
hesions and other complications necessitating considerable manip- 
ulation of the intestines; so considerable time was lost, but the 
operation was finally finisht in the usual manner, the patient pre- 
senting no evidence of shock. 

Prior to this illness, the patient had not been a sufferer from 
diarrhea, and the cathartics which were administered had simply 
produced the desired effect before the operation. 

Twelve hours subsequent to the abdominal section, the patient 
called for the bed-pan, which was filled to overflowing by a large 
fecal evacuation. From the twelfth to the sixteenth hour follow- 
ing the operation, the patient evacuated eighteen large liquid 
fecal stools. Naturally he was much prostrated in consequence. 
These movements persisted for two weeks, preserving the char- 
acter of the first evacuation. It was discovered that the patient 
was addicted to the use of “yen-she” (the ash prepared from 
opium used for smoking purposes), and whose regular consump- 
tion constitutes a habit identical with the opium habit. This stuff 
he admitted having taken immediately after his removal from the 
operating table, it being possible, as his clothes were on a chair 
beside his bed. The quantity taken was undetermined. 

The occurrence of a small evacuation, or even the escape of 
flatus from the bowel following prolonged manipulation of the 
intestine after so short an interval, is most unusual. The escape 
of flatus after so short a period following an abdominal section, 
even when the bowels have not been manipulated, is considered 
an unusual occurrence, so that the spontaneous evacuation of 
eighteen large liquid fecal stools is most extraordintry. In my 
own experience I have never seen a spontaneous bowel movement 
within so short a period following laparotomy (not to mention the 
number and character of the stools, together with the prolonged 
manipulation of the intestine, which we all know is an important 
factor in the subsequent bowel evacuation eventually occurring 
if infection has not taken place). I have made repeated inquiries 
of my colleagues doing abdominal surgery, if any case of this 
kind has presented itself to them, and I have not yet heard of a 
similar case. Upon scanning the literature, this case, as far as 
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1 have been able to determine, stands unique. What effect the 
use of this drug after the operation may have had in causing the 
diarrhea, I am unable to state, but will endeavor, under favorable 
conditions, to investigate more fully the physiological action of 
this substance in bowel obstruction following laparotomy. The 
patient’s convalescence was uneventful. 


TE PROLAPSE OF AN OVARIAN TUMOR THRU THE 
ANUS OPERA TION--RECUVERY.* 


BY J. H, BAUGHMAN, M. D., NEOGA, ILL. 


The rarity of this case is the main reason for reading a report 
of it before this society. 

Mrs. M., aged 40, weight 121 pounds, past the menopause, 
had for many years been an invalid from half concealed symp- 
toms that proved to be due to a prolapst rectum. The gut pro- 
truded to the extent of twelve centimeters. On examination it 
was found that all three coats of the bowel were included in the 
protrusion, as well as a hard, round tumor, about five centimeters 
in diameter, which lay in the anterior fold of the rectal projection, 
or in other words, in the greatly enlarged pouch of Douglas. This 
tumor was freely movable, exquisitely tender, hard and rather 
smooth. It was attacht to a long pedicle that reacht up into the 
pelvis, and proved by its proximal attachment to be the ovarian 
ligament and Fallopian tube. 

The diagnosis prior to the operation was that the tumor con- 
sisted of a prolapst malformed ovary of the right side. As there 
were symptoms pointing to a left oophoritis an ovariotomy was 
done after the tenets of modern teachers. The left ovary was 
removed, and on the right side what remained of the ovary and 
what was found to be an ovarian tumor, five centimeters in 
diameter, was excised. 

We hoped to do a ventro-fixation of the rectum at the time, 
-an operation proposed by Matthews, of Louisville, an operation 
which is gaining some favor at present; but owing to difficulty 
with the anesthetic this was abandoned, it being presumed that 
later on the rectum could be amputated. The recovery from 
the ovariotomy was rapid and uninteresting, except that the 
rectum for some months retained its normal position, perhaps 
‘held there by temporary inflammatory adhesions. 

When these were absorbed, the bowel again protruded as 
‘badly as ever, and an amputation of the projecting portion was 
made. After placing the patient on her back in the lithotomy 
position, and giving the parts in the field of the operation a 
strictly antiseptic cleansing, the protruberant part of the bowel 
was graspt by four mouse-tootht artery forceps placed equidis- 
tant about the corona. These forceps served as guides as well as 
‘retainers in the course of the operation. The incision was first 
made transversely across the front of the bowel close to the mar- 
gin of the anus, and carried only about half around its circum- 
ference at the first step, some of the anterior sutures being placed 
before the entire tube was severed. The organ was not com- 
pletely divided at one time as a precaution to prevent trouble- 
some retraction of the upper end of the viscus. The sutures were 
of catgut for the serous coat, and silk for the muscular and 
mucous coats, the interrupted stitch being used. 

I had seen profuse hemorrhage in some cases of hemorrhoids, 
.and so anticipated severe bleeding in this case; but the expecta- 
tion was not realized, as at no time was a hemostatic necessary 
other than a rather hot antiseptic solution used in constant irri- 
gation of the parts during the progress of the operation. Recovery 
was again rapid. Everything in case was commonplace except the 
unusual position of the ovarian tumor, a condition calculated to 
puzzle, and afterwards surprise the operator. Possibly the pro- 
trusion of the three coats of the rectum is not, strictly speaking, 
a commonplace condition, as in the vast majority of cases, it is 
only the inner coat of the organ that protrudes. The patient is 
now, ten months after the operation, a working housekeeper en- 
joying good health. 


Dr. E. G. Zinke, of Cincinnati, declares: If we know any one 
thing to-day it is that in the removal of cancer from the breast we 
should take away the pectoralis major and minor, whether we 
have discovered any enlarged lymphatics or not. and no man 
would be justified in removing a cancerous breast unless he re- 
moved the muscles, too. In ninety-nine out of one hundred cases 
enlarged glands will be found below the muscles, and then we 
may search for additional glands in the axilla. 


*Read at the meeting of the Illinois State Medical Society, 


SYPHILITIC STRICTURE OF THE RECTU/1.* 


BY JOSEPH M. MATHEWS, M. D., LL. D., LOUISVILLE, KY. 


Formerly Professor of Surgery and Clinical Lecturer on Diseases of the 
, Rectum in the Kentucky School of Medicine. 


The patient before you is a woman 30 years of age, married, 
and a laundress by occupation. There is a good family history, © 
She states that for some time past she has had night sweats, but 
by reason of the absence of other symptoms of tuberculosis, no 
importance was attacht to this symptom. No direct personal his- 
tory of syphilis could be obtained. She states that the trouble 
about the rectum began about eight years ago. At this time there 
was a swelling in the perineal region which gave her such intense 
pain that she consulted a physician. After applying a poultice for 
three days the doctor lanced the parts and there followed a dis- 
charge of about a teacupful of what she terms “corruption.” The 
incision was followed by an immediate relief of the pain, and asa 
matter of fact a subsidence of the swelling. The discharge, how- 
ever, did not cease tho the amount was greatly diminisht. One 
year ago she had another swelling and applied to a local surgeon, 
who made a small opening, evacuated the pus and promist her 
perfect relief; but instead she found that in a few days a great 
amount of discharge began to pass from the vagina. From that 
time on there has been but little if any amelioration in her con- 
dition. 

Present history: She feels a bearing down pain inside the 
rectum which begins a little while before the bowels move. This _ 
continues, tho somewhat relieved by the evacuation, until a few 
minutes afterward. It then passes off entirely to return only 
with the next movement. She says also that when the actions 
are past a small portion of the bowel on the left side comes out 
bleeds a little and returns to its place spontaneously. There is a 
discharge which flows constantly from the rectum, vagina and 
the several small openings in the anal and perineal regions. This 
is greatly increast by the movements of the bowel, and always 
has a very offensive odor. In color it varies from a light yellow 
,_ to a dirty brown, and is so profuse that she is compelled to change 
her clothes three or four times a day, which clothes are always 
pretty well saturated. There is a strong tendency to diarrhea, and 
for some time past she has been in the habit of taking enough 
morphine each day to prevent more than one or two movements. 
. The actions are always either semisolid or liquid, and preceded by 


‘a most intense desire for defecation; with defecation there is 


always violent straining. Some time since she noticed only mucus 
in the passages, but now the actions are mixt with varying 
amounts of pus and blood. There is always a certain propor- 
tion of the actions past from the vagina. There is incontinence 
of urine and feces, and she notices that the incontinence is partly 
due to the fistulous openings about the diseased parts. It has 
been a noticeable fact that with the establishment of a communi- 
cation between the bowel and vagina, menstruation ceast. Her 
genito-urinary organs are otherwise in good condition. 

From this history one would be put to some difficulty in mak- 
ing a diagnosis in this case, just as one would be put to some 
difficulty in making a diagnosis in any case without a thoro phy- 
sical examination of the patient. We note first, however, that 
this woman’s trouble began as an ordinary abscess. This abscess 
was opened and discharged pus. A number of months afterward 
she had another abscess, which was opened in a way that I am 
sure you will never open an abscess. The history shows that a 
small opening was made by a local physician. I hope you will 
hever make a small opening into any abscess. The object always 
in opening any abscess is to drain it, and every one should know 
that one cannot drain thru a small puncture. It is evident that 
the physician who opened this abscess labored under the impres- 
sion that it was simply an ordinary boil in the anal region. As 
time went on these fistulae or sinuses gave evidence of them- 
selves. by discharging around the rectum externally where we 
now see several openings, but if you will notice also the history 
states that feces past thru the vagina, consequently that would 
lead us to suppose there was an opening thru the septum. There 
was evidently an opening forward in this case. Then you will 
also notice that there was a peculiar discharge, a disposition to 
diarrhea, and the passage of pus, some blood and mucus from 
the rectum. 

Now it is true that all fistulae begin as abscesses. Reasoning 
from that standpoint you would say that from these two abscesses 
originated the fistulae that she had, and that opening of the 
abscesses was perfectly right and justifiable. Now, would an 


*Clinical lecture delivered at the Kentucky School of Medicine 


airo, May 17, 1899. 


Hospital. Stenographically reported by C. C. Mapes, Louisville, 
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eperation for the fistulae be justifiable without a further ex- 
ploration? Certainly not. Can you account for the great pain 
that she has, can you account for the diarrhea, can you account 
for the peculiar discharge? Not until you have examined the 
rectum thoroly. There must be, then, in addition to the fistulae 
eome other trouble. I would say if it was not made manifest to 
your finger, simply a fistula which would produce external openings 
tothe number this girl has, and an opening thru the septum into 
the vagina, should betray to you that there was some constitu- 
tional cause behind it, even if that cause was not manifest to 
your finger alone. But it is necessary to introduce the finger, and 
I emphasize this because I want to convey the impression that it 
is not necessary to introduce a speculum, in this case. 

I wish I had the time to narrate in detail a case that occurred 
in my practice some time ago where a physician examined a 
patient first per vaginam with a speculum, then the rectum with 
a speculum; he saw nothing in the vagina; he thought he saw 
denuded mucous membrane in the rectum, therefore gave it as 
his opinion that this was really the cause of the trouble and sug- 
gested that she come to see me. My examination with the finger 
revealed a cancer of the body of the uterus, the rectum being 
entirely free from disease, as was also the vagina. I merely men- 
tion this to show that vaginal and rectal examinations with spec- 
ula amount to very little. Do not rely upon them as a general 
thing. 

When I introduce my finger into this woman’s rectum, I dare 
say I shall find the cause not only of the characteristic diarrhea 
that she has, this peculiar offensive discharge of which she has 
eomplained, but what will prove to be the primary cause of her 
fistulous condition. And if it was the primary cause when the 
first abscess showed itself, certainly when the second abscess 
developt introduction of the finger into the rectum would have 
proven to the physician or surgeon in charge that the original 
trouble was not the abscess or fistula at all. If that be true, then 
attention should have been given to healing, to eradicating, to cur- 
ing (if possible) that which was the primary cause. 

Now, if this woman has a strictured condition of her rectum 
(and when I speak of stricture I do not want you to have in 
your mind just a band of mucous membrane stretcht across the 
rectum or embracing the lumen of the rectum)—you will find no 
such condition here. You will scarcely ever find it in your prac- 


tice, but when you introduce your finger before it reaches the in-. 


ternal sphincter muscle you will find an ulceration, then this 
strictured condition that may extend as high as the sigmoid flex- 
ure itself, nearly an occlusion, if you please, of the rectum proper. 
If we find such a condition here, and I am sure we will, that, 
then, is the primary cause, as I have said;. then it will be left to 
you to say what is that cause. 

Now, there is one remarkable point to which I wish to call 
especial attention in connection with this woman: that she has 
had this serious trouble, this ulcerative, painful stricture, fistulous 
abscess condition for eight years, yet I show you a woman in 
good flesh and condition! I want you to remember this point. 
viz: that you may have a rectum so seriously affected by a condi- 
tion of this kind that you cannot introduce your finger thru the 
strictured, ulcerated area—a condition which may have lasted for 
six to eight years—yet perhaps the patient has not lost a pound 
in flesh; on the contrary, there may have been a gain. 

I desire to impress these two points: First—we are surprised 
that patients can suffer so serious a condition and not lose fiesh, 
have a good appetite, complaining of nothing but local pain; we 
know that in other conditions with half the trouble people lose 
flesh, lose energy, lose vitality, etc., and these are the points I 
especially want you to remember, as they certainly teach that if 
this were the primary cause of the patient’s trouble (as we have 
no reason to doubt), then it cannot be cancer. Second—If it were 
in the primary stage eight years ago and is now sufficiently ad- 
vanced to block up her rectum in its entirety, to cause all the 
local disturbance detailed in the history, if it were cancer she 
would be so completely emaciated and debilitated (even if she 
were not dead) that she could not stand on her feet; therefore in 
our diagnosis we may safely rule out of consideration the ques- 
tion of cancer. 

Now I want to say also that in more than half—1I believe nine- 
tenths—of such cases that come to the average physician or 
surgeon (and even among men of reputation), almost invariably 
such an condition is pronounced cancerous. It is indeed very 
much like cancer in its clinical aspects; when one introduces the 
finger it feels very much like cancer; and it acts very much like 
it. A malignant growth would produce this strictured condition 
of the rectum with numerous external openings; would open into 
the vagina; would block up the rectum; but there is that eight 
years against it in this case and the woman is in good flesh. 
There is in this city a man whom I first saw fourteen years ago 
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with a similar rectal affection, and he is living to-day; he is in a 
miserable condition, however, going about from day to day, but 
he has not cancer of the rectum tho such a condition is com- 
monly called cancer. It is in both instances, undoubtedly, a 
syphilitic manifestation. 

Now it is true this woman does not give any specific history 
of syphilis, but syphilis is the nearest kin to a cancerous condi- 
tion as far as making a diagnosis is concerned. There is no 
question about this. There is but. one other condition which 
might be mistaken for it, as you all know: that is tuberculosis. 
But a tuberculous rectum would present a different picture after 
eight years; the disposition of tuberculous tissue is to break down. 
A lung promptly breaks down when affected with tuberculosis; 
and the same is true elsewhere: tissue anywhere after it has- 
been invaded by the tubercle bacilli breaks down. In this case, 
in eight years, the affected area would have broken down and 
there would not have been a stricture here. For this reason 
alone I would be inclined to also rule out tuberculosis; and the 
excellent general health of the patient confirms the opinion. 

Can the trouble possibiy be benign? Would a benign stricture 
conduct itself in this manner? Benign strictures only originate 
from traumatism—some authors say also from dysentery; and 
these affect usually the mucous membrane only. A benign ulcer 
in healing would draw the mucous membrane over and produce an 
annular stricture. There is no such history in this case. This- 
is an extensive involved area, extending from the sphincter muscle 
ben to the sigmoid flexure, so no one could possibly say that it is 

enign. 

By exclusion there is, then, but one thing left and that is syph- 
ilis. I believe it is syphilis notwithstanding the fact that we have 
no specific history. Many times in private practice the doctor 
cannot stop to get a specific history; he takes the clinical evidence: 
things that he sees and knows indicate syphilis; and treats his- 
patient without having the knowledge given you thru him that 
he has ever contracted syphilis. It is fair to presume that this 
is syphilis merely from the pathologicalarray of facts in the case. 
But I wish also to state that I am satisfied that in my experience- 
I have seen syphilitic deposits in the rectum eventually take on 
malignant form. Indeed, when syphilis advances to this extent 
it is always “malignant.” One need not say cancer, but it is- 
malignant. It may take on cancerous degeneration, I am almost 
certain it does sometimes; and eventually this case may do so. 
It has not yet reacht that stage, however, as there are no symp- 
toms indicating it. 

However, we are confronted with a very bad, complicated 
ease, and the question is, what shall we do? There are just two- 
things which may be done. And if this were the best patient in 
the community instead of a poor woman you would be confronted 
with the same two propositions. First, a colostomy; it is a ques- 
tion whether !t would not be better to open the colon and allow 
this woman to have her actions thru her side than to pass down 
thru this rectum. There is one strong reason for a colostomy in 
this case, and that is she suffers such intense pain, but.I am not 
inclined to do that operation this morning, but a more conserva- 
tive one, which is to break down this stricture, thus giving free 
exit to the discharges and to drain her bowel by laying open 
these fistulous tracts. 

In regard to the opening in the septum between the rectum 
and the vagina, I will not do anything. With a septum in the 
pathological condition this one is, the whole rectum and vagina 
embraced in this disease, if I were to attempt to close it I could 
not possibly get union; therefore it would be foolish to attempt 
anything of this kind. What we want is to rid this woman of 
pain as far as we can and to drain the rectum of the discharges; 
then if she is not materially benefited (of course we cannot expect 
to cure her) by this operation, in a few weeks we will open her 
side—doing a colostomy—and allow the rectum absolute rest. 

The patient now being anesthetized and ready for the opera- 
tion we will proceed to make a further examination. We find 
there is pus coming from both the vagina and the rectum; there 
are numerous fistulous openings upon each side of the rectum 
thru which not only pus exudes but also fecal matter. Therefore 
an operation to cure this woman of her fistulae would involve 
what we call a double operation because there is a horseshoe con- 
dition here. The fistulous tracts extend up on the perineum, also- 
around over the sacrum, as well as up along the rectum; so we 
will not do an operation looking to the cfire of this condition, but 
only for relief from the stricture—i. e., we will not do the double 
operation. You will observe the amount of pus which is being 
discharged from these fistulous openings. The woman is fairly 
well nourisht, as you have seen, and is in good flesh. A number 
of skin marks on the left leg look very much like the manifesta- 
tions of syphilis. Altho this is a septic condition, very decidedly 
so, as far as the parts are concerned, it is always best to be ex- 
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ceedingly clean in our work. In operating upon a casé of this kind | 


you ought to do what I will do in a few minutes, as I am going 
to another infirmary to operate upon another patient; you should 
see to it that all your instruments are carefully boiled and thoroly 
sterilized, after operating, because from this case you might infect 
the other. It is in such cases as this that you are most likely to 
infect your fingers during the operation. There is in this city at 
the present time a distinguisht surgeon lying in bed from sepsis 
contracted from a patient during an operation five days ago, be- 
cause of a small cut on his finger. So you must remember and 
guard against infection in such cases in your future practice. 

Having annointed my finger well with vaseline, I introduce it 
into this woman’s rectum and tell you what I find there. Begin- 
ning just over the sphincter muscle in a decidedly ugly, rough, 
ulcerated condition. above that as far as I can reach the rectum 
seems to be as hard as a board, and the stricture is very close. 
This woman’s pain comes from feces passing over this ulcerated 
surface. You will see it bleeds freely, which is one of the evi- 
dences of malignancy; it has a bad odor, but you will find bad 
odors about all of these cases. 

Now the question is how much cutting shall we do here about 
these fistulous openings? I want to show you some of them. 
You will see they are on both sides of the rectum. Passing my 
finger into the largest opening it enters a cavity and my finger 
«an be swept around toward the vagina. I really believe that 
this: girl will do better to divulse this stricture, thereby allowing 
feces to pass over these internal openings and escape thru the 
anus proper than to make an immense wound externally and 
leave the strictured condition. After this examination I am the 
more persuaded that a colostomy would be the proper treatment 
in this case. You will notice if I were to make an incision here 
looking to a cure of the fistulae, I would have to take off half 
of each buttock, because they are completely involved in the 
fistulae and sinuses. It is a temptation always, when before the 
class, to do a great deal of operating, and this would be a very 
pretty case on which to do that kind of work, but it is always 
best to do what will be most advantageous for the patient. I 
therefore think I will simply divulse this stricture and pack it, 
and advise a colostomy later. We will keep her under observa- 
tion for a week or two, and if it seems necessary will do a colos- 
tomy. We find there is a very large opening from the rectum 
into the vagina. You will see that it takes all of my strength to 
break this stricture, but I do it as I have done a great many 
others. It causes a great deal of destruction, and yet it bleeds rath- 
er moderately. One might break an important artery in doing 
this operation, but the packing would control the hemorrhage. 
Now the stricture is broken to the extent of my dilator. We will 
plug this rectum without the use of a tube because we have very 
little hemorrhage; and that is another evidence that the trouble is 
syphilitic. 

The “piece of tissue” spoken of in the history, “which comes 
down out of the rectum and replaces itself,’ is a piece of this 
growth rather than a pile. Upon further inspection we have evi- 
dently broken a small artery and we will therefore pack the 
rectum with a plug prepared as represented in my book of Dis- 
eases of the Rectum. ‘ihe plug which we have prepared, a tube 
being in the center, will allow the escape of blood, and even if 
it should become obstructed we can take a knitting needle and 
open the caliber of the tube. If it should be noticed in a few hours 
that she is bleeding, the only thing to do will be to take this plug 
out and insert another larger and firmer one, because it would 
be fruitless to attempt to find the artery that was bleeding, and 
if found it could not be ligated because the ligature would cut 
thru so readily, the tissues being in a pathological condition; so 
we are compelled to rely upon plugging the rectum to stop any 
hemorrhage that may occur. I prefer always to use a tube in this 
plug for the reasons that it allows gas to escape and permits us 
to know the exact amount of bleeding not controlled by the plug. 


The stricture in this case has been entirely broken to the size 
of my dilator, which is about one and a half inches in diameter. 
Formerly the stricture would hardly admit my finger, now there 
is a large opening. I hope by this operation that her pain will be 
entirely overcome. There is one factor that perhaps you did not 
notice in the recitation of the history of this case. She has be- 
come a morphine habitue. It will be about as hard to break her 
of the morphine habit as it will be to cure her of this complaint. 
Very few people. specially in the lower walks of life, are ever 
cured of this habit. Consequently we will have to contend against 
that. We will wait a week or ten days and if she expresses her- 
self as greatly relieved, if she can have her actions without much 
aliffieulty, we will let her go until there is a recontraction of this 
stricture, which will probably be a year or more. If she is not 
relieved, if she still suffers pain, etc., on a future occasion we will 
elo a colostomy, which I believe is really the best thing to do. 


REPORT OF A 94-POUND OVARIAN CYST. 


BY W. M. MAYFIELD, M.D. ST. LOUIS, MO. 


Formerly Professor of Materia Medica and Therapeutics and Clinical Dem- 
onstrator of Diseases of Children in the College of Physicians and 
Surgeons, St. Louis; founder of Missouri Baptist Sanitarium 
and Mayfield Sanitarium. 


The patient, Mrs. Dora K——, entered the Mayfield Sanitarium, 
October 11, 1899, presenting the following history: Age 24; mar- 
ried 6 years, one child 3 years old, no miscarriage; menstruation 
began at 14; was not painful, has always been regular, occurring 
every 28-30 days, without pain up to the time of the operation. 
The first evidence of anything abnormal was noticed by the pa- 
tient herself, last January, by the unusually tight fit of her “Sun- 
day clothes.” From this time the abdomen gradually enlarged, 
the swelling being more markt on the right. 

Her family physician, thinking of a probable pregnancy, ad- 
vised her to wait the time of full term, which she did, and on 
October 12, the operation found the abdomen attenuated from 
pressure to the thickness of less than ‘half an inch in the median 
line. 

When the cyst wall was reacht the adhesions to the parieties 
were torn loose for a small area and about nine (9) gallons of 
a thick, yellowish-brown fluid were drawn off. The peritoneal 
cavity was protected by gauze compresses. The adhesions to 
both parieties and vicera were extensive insomuch that the ooz- 
ing was considerable and in loosening the adhesions of the omen- 
tum in front, an area of about four by six inches on a narrow 
pedicle was formed from the unavoidable tearing of the mem- 
brane. The arteries feeding this portion of the omentum were 
ligated with catgut and this part cut away. The tumor grew from 
the right ovary, which was almost obliterated. There were sev- 
eral large vessels feeding the tumor and the stump was ligated 
by sections with large braided silk. The left ovary, showing 
markt evidence of cystic degeneration, was removed with its tube. 
Gauze drainage which was left about the stump was removed in 
forty-eight hours, and the patient being in bed twenty-seven days 
made an uninterrupted recovery, her temperature never reaching 
102 degrees F. The patient’s weight after the operation was less 
than the tumor itself. which was 94 pounds. 

This is one of a long series of ovarian cysts the reports of 
which will be made later by our house physician, Dr. A. C 
Housh. 


SURGERY AS A BUSINESS. 


BY C. P. THOMAS, M. D., SPOKANE, WASH. 


Much has been written of late on this subject, and, while I 
am ready to admit that our profession, like all others, is over- 
crowded there are a number of circumstances which tend to im- 
poverish it that arise in practice, by preventing the collection of 
the fee after it has been earned and is due. It is to these I wish 
to call attention, and, if possible, to offer a remedy for them. 

First, I wish to refer particularly to collection of the fee for 


operations, where death follows. As a prophylactic measure 
against trouble in such cases, I recommend that, wherever pos- 
sible, a retainer, as the lawyers call it, of at least one-half of the 
amount of the probable total fee be required in advance, with an 
exact understanding in writing at that time as to when the rest 
is to be paid, and what the probable total charges will be. This 
retainer serves the double purpose of giving the doctor some ready 
cash, and of showing the disposition to pay on the part of the 
atient. 

Another suggestion I would make is: In all cases where a third 
party either promises to pay for an operation or guarantees pay- 
ment by the patient, all such agreements should be reduced to 
writing and be signed by the person to be charged therewith. In 
fact, a promise to answer for the debt or default of another is 
absolutely worthless and incapable of enforcement unless in writ- 
ing and signed, under the provisions of the celebrated Statute of 
Frauds. 

An oral contract with one who dies before its terms are ful- 
filled is invalid, or more correctly speaking, unenforceable, unless 
witnest by some third disinterested party, by reason of the gen- 
erally prevailing rule, that in, an action against the executor, ad- 
ministrator, or legal representative of a deceased person, a party 
in interest is not permitted to testify in his own behalf as to any 
transactions had by him with, or any statement made to him by 
such deceast person. 

Should a third party or more be present at the making of 
this ante-mortem contract, the chances are they will be the pa- 
tient’s immediate friends or perhaps relatives, who will (from 
choice or otherwise) have “forgotten” the terms of that contract, 
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and when called to testify, will in nine cases out of ten claim that 
the physician guaranteed a cure, and made numerous other prom- 
ises, which tend to annul the real essence of the contract. 

When suit is begun to collect a bill against an estate, or 
against one who has promist during the life of the patient to pay 
for the services and refuses to do so after death, it is the custom 
of the attorneys for the defense to put in answer to the claim a 
cejoinder to the effect that the surgeon guaranteed or at least pos- 
atively promist a cure, and that since the patient is dead and not 
«ured the operator is not entitled to remuneration for the services. 
fo prevent this accusation, I would suggest, first, a little care in 
vne’s conversation with the patient just preceding the operation, 
and, further, that there be placed in the hands of the patient or 
those most interested, a printed form which reads as follows: 

“The following is a list of a few of the more common opera- 
dons in surgery, along with their death rates, time of confine- 
ment in the hospital, with the agreed price to be paid for the 
same, and will serve as a reminder to the persons submitting to 
the operation, of the above facts. File it away at home and keep 
it for future reference.” Then comes the patient’s name, a com- 
plete list of the common operations of surgery, showing the facts 
aS above stated in connection with each. The party would 
searcely go into court and deny having received such a pamphlet, 
and the operator has his copy of the same to present in evidence, 
all of which tends to counteract their adverse statements. 

Another source of great loss to the profession in small com- 
munities is the habit of a man or two in each, allowing all bills 
to run a year or two. before presenting them; this encourages 
fraud in two ways. First, by allowing people to move away and 
out of reach, and, second, by letting what little gratitude the pa- 
tient may have had at the time the services were rendered, evap- 
orate, so that instead of pay one gets indifference, and perhaps 
insults, in return for services which might have been paid for 
promptly at the time they were rendered. ' 

I thoroly believe that a physician should not only strive to 
make a reputation for skillful practice, but should also have the 
public know that he demands of those able to pay that they do 
so, and that, promptly; and it has been my experience that as 
soon as this dual reputation is establisht he will not only have a 
‘good business, but will have a remunerative one. It is a lament- 
able fact that but few physicians leave valuable estates, and the 
reasons for the same are to be found as above stated. Show me 
the lax, unbusinesslike practitioner of any community, and I will 
show you an overworkt, anxious and short-lived man, for it is 
well known to al) of us, that the slow-pay and never-pay patients 
po the ones that demand the most prompt and numerous ser- 
vices. 

This state of affairs can be remedied by a united effort on the 
part of the profession to force botu respect and collections from 
people who are able to pay, and those who cannot must be willing 
either to go to the physician who is paid by the State for the treat- 
ment of the poor, or else accept with gratitude and at time most 
— to the physician such services as they may be able to 
obtain. 

It is a great mistake for any physician to allow a patient to 
feel for one moment that it is an accommodation on their part 
to allow a physician to treat them. It were better to spend nine 
hours out of the twelve in each day of one’s life in the library, 
and work on one’s own affairs, and the other three in profitable 
business than to spend the best part of each day, and one’s life, 
in rendering services to ungrateful and poor-paying patients. 

Our motto then should be, “Prompt and good services, and 
prompt pay from those who can pay; or no services.” 


REPORT OF SOME UNUSUAL CASES. 


BY WILLIAM BRADFORD CRAIG; M.D., DENVER, COL. 
Professor of the Principles of Surgery and Pelveo-Abdominal Surgery, Medical 
Department University of Colorado; Fellow British Gynecological 
Society, etc., etc. 


At the request of the editor to report some cases or write an 
article for the holiday number of this journal, the following notes 
have been selected from my case books. I have purposely avoided 
reporting routine work on those cases with smooth operation and 
convalescence; e. g.: hysterectomies, appendectomies, ovarioto- 
mies, extra-uterines, etc. Hoping even this list will not appear 
trite, they are respectfully submitted: 

PAN-HYSTERECTOMY FOR MYOMA. 

Case I.—Name, Miss M., age 38, June, 1894, consulted me for 
pain, also pressure symptoms upon the rectum and uterus, due 
to a large myoma completely filling the pelvis. The urine was 


negative. The operation was a combined vagino-abdominal one, 
which consumed fifty-five minutes. There was no apparent shock, 
but she died in fifty-two hours from acute nephritis. 


This case is reported to show that not all uterine myomata are 
perfectly innocent—or benign in their effects, to say the least. 


PAN-HYSTERECTOMY FOR MULTIPLE MYO-FIBROMA 
AND ADHERENT DOUBLE PUS-TUBES AND CYSTIC 
OVARIES. 

Case II.—Name, Mrs. L.; age, 39; August, 1894. One of the 
pus-tubes had leakt for a few days previously and lighted up a 
general peritonitis, for possible relief of which the operation was 
undertaken. This operation was done entirely from above. The 
general peritoneal cavity was flusht and drained, both supra and 
infrapubically. Recovery was uneventful! 

It is scarcely necessary to remark that this case was not an 
“uncomplicated myoma” by any means. 

-MYOMECTOMY. 

Case III:—Name, Mrs. H.; age, 65; September, 1894. Her 
operation consisted of enucleation of a 12-pound tumor situated 
sub-peritoneally between the bladder and uterus. This growth 
had entirely severed its connection with the uterus. The 
cavity from which the growth was removed being completely 
packt with iodoform gauze, the patient developt some slight symp- 
toms of iodine poison. With this exception convalescence was un- 
interrupted and complete. 

SUPRA-PUBIC HYSTERECTOMY. 

Case I1V.—Name, Mrs. D.; age, 25; March, 1895. Tumor 
weighed 10 pounds and of an edematous nature. In this instance 
the serre-noeude and pins were used, being the last instance in 
which the old method has been done by me; the convalescence, 
ete., as compared to the Baer and total operations being so markt 
in duration and unsatisfactory as to symptoms. Fixation of the 
stump is no longer a justifiable operation. 

SUPRA-VAGINAL HYSTERECTOMY (Baer). 

Case V.—Name, Miss M.; age, 42; May, 1896. In this instance 
the tumor was the size of a fetal head. This is a short and quick 
operation, in which the abdomen is closed after being partly filled 
with normal salt solution to prevent or overcome shock. It is 
very easy for the pelvic surgeon of experience; and ideal in its 
results. 

VAGINAL HYSLERECTOMY FOR CANCER OF THE 
UTERUS. 

Case VI.—Name, Mrs. D.; age, 60; January, 1896. This lady 
gave unusual signs and symptoms of cancer of the fundus. The 
method of treatment of broad ligaments was by suture rather than 
clamp. At this comparatively late date there is no evidence of a 
recurrence of the disease. 

DEATH FROM HEMORRHAGE—DUE TO LOOSE LIGATURE. 

Case VII.—Name, Mrs. P.; age, 41; April, 1896. This supra- 
vaginal hysterectomy (Baer) was done for small multi-nodular 
fibroid of the uterus with diseased appendages. A ligature be- 
came loosened upon the left ovarian artery and altho the abdo- 
men was promptly reopened the patient died. This is the second 
instance in five hundred abdominal operations that this accident 
has occurred to me. In nearly one hundred vaginal hysterectomies 
it has occurred but once. 

PAN-HYSTERECTOMY (ABDOMINAL) FOR MULTI-NODU- 
LAR MYO-FIBROMA. 

Case VIII.—Name, Mrs. P.; age, 46; December, 1896. This 
tumor blockt the pelvis so perfectly as to make it impossible to 
deliver the tumor; so Kelly’s method of hysterectomy was resorted 
to, i. e., clamping and dividing the tissues down on one side and 
up the other, thereby enucleating a large fibroid in the right broad 
ligament, after which the remaining stump of cervix was removed. 
Patient made splendid recovery. 

TOTAL HYSTERECTOMY (ABDOMINAL). 

Case IX.—Name, Miss B.; age, 31; December, 1896. The myo- 
fibroma in this case weighed 25 pounds. In making the anterior 
flap, the top of the bladder was wounded but was immediately 
sutured by a double row of Lembert stitches, and suspended from 
the abdominal wall. Urine was drawn at short intervals for five 
days. Recovery was as uninterrupted as if the bladder had not 
been toucht. 

GASTRO-ENTEROSTOMY. 

Case X.—Name, Mr. W.; age, 45; January, 1897. This was a 
case of inoperable cancer of the pylorus. The anastomosis was 
made upon the anterior wall of the stomach, with the aid of Mur- 
phy’s button. The patient died in thirty days. 

GASTRO-ENTEROSTOMY. 

Case XI.—Name, Mr. M.; age, 50; October, 1897. This gastro- 

enterostomy was done for advanced cancer of the stomach. In 


this case the only available healthy piece of the stomach was on 
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the anterior wall; hence, the anastomosis was made with a but- 
ton in this situation. To my knowledge in this case, as in the 
former, the button never past, neither did bilious vomiting be- 
come a prominent sequel. This patient lived a little more than 
three months and was undoubtedly greatly benefited. 


LUMBAR NEPHRECTOMY FOR CYSTIC KIDNEY. 


Case XII.—Name, Miss N.; age, 34; January, 1898. The kid- 
ney in addition to being cystic was very moveable. In fact, it 
had to be withdrawn from the pelvis before it could be removed. 
Section of the apparently healthy kidney showed microscopically 
very advanced pathological changes. Patient was restored to 
perfect health by removal of the dragging, diseased organ. 

LUMBAR NEPHRECTOMY FOR SURGICAL KIDNEY.: 

Case XIII.—Name, Mrs. H.; age, 38; February, 1898. This 
operation was done for calculous pyo-nephrosis. The patient had 
already past a stone of renal origin, the size of a hazel nut, per 
urethra. Silk was, by an unfortunate necessity, used for ligating 
the pedicle, it became infected, causing much distress for months, 
but eventually escaped thru the sinus, followed by relief of the 
trouble. 

SOLID TUMOR OF OVARY. 


Case XIV.—Name, Mrs. T.; age, 35; March, 1898. This abdom- 
inal section was made for leio-myoma of the right ovary, common- 
ly called “fibroid ovary.” This growth weighed one pound. 
SUPPURATING FIBROID, FOLLOWED BY GALL-STONES. 

Case XV.—Name, Mrs. L.; age, 47; June, 1898. This was a 
Baer hysterectomy for suppurating fibroid; with uneventful re- 
covery. The following January this lady returned suffering from 
symptoms of gall-stones, which were removed thru the Tait in- 
cision, and a button was inserted between the bladder and the 
colon, making a cholecysto-colostomy. This patient was seen re- 
cently and is enjoying good health in spite of the very low attach- 
ment of the gall-bladder. This is the second instance in which 
I have made this anastomosis in preference to the usual one 
with the small intestine. 


EXCISION LOWER THIRD OF THE RECTUM FOR VILLOUS 
CANCER. 

Case XIV.—Name, Mrs. T.; age, 35; March, 1898. Operation 
consisted in posterior linear proctotomy with removal of the 
coccyx, followed by a circular incision about the anus with re- 
moval of the integument, sphincters and lower one-third of the 
rectum, after which the rectal wall and mucous membrane were 
brought down and stitcht to the integument; likewise the pos- 
terior incision was sutured for the narrowing of the outlet, a 
gauze drain was placed deeply in the wound at its posterior su- 
perior aspect. This lady was seen recently and found to have no 
recurrence of the disease. She has remarkably excellent control 
of her bowels. 

PYLOROPLASTY. 


Case XVII.—Name, Mr. T.; age, 48; September, 1899. Section 
was done in this case for obscure stomach symptoms. The py- 
lorus gave evidence of recent local peritonitis and upon incision 
also that of stenosis, probably of benign nature, which was over- 
come by suture of the wound in a direction opposite its long axis 
(transversely). 

NEPHROTOMY FOR SURGICAL KIDNEY. 


Case XVIII.—Name, Mr. W.; age, 59; September, 1899. In this 
case a stone as large as the thumb was removed and two large 
cavities drained. The kidney healed kindly in three months. 


THE TREATIMIENT OF SEPTIC INFECTIONS FOLLOWING PIN- 
PRICKS, ABRASIONS AND SIMILAR INJURIES.* 


BY EDWARD H. OCHSNER, M. D., CHICAGO. 


It is a well-known fact that the various pathogenic 
body in the same manner. The manifestations produced differ 
with the different species of pathogenic bacteria or with the 
varying virulence of the different members of the same species 
and with the susceptibility of the individual attackt. Leaving 
names of species out of account and considering them only with 
reference to their virulence, we can clinically distinguish between 
four kinds of infections following pin-pricks, abrasions and simi- 
lar injuries. Of course, there is no hard and fast line between the 
succeeding classes, one class slowly merging into the other. 

Under Class 1, we may consider that form of infection which 
betrays itself by a markt local disturbance with the formation of 


pus at the point of infection, the systematic di 
relatively light. disturbance being 


*Read before the Illinois State Medical Society. 


Under Class 2, we may place that form in which there is 
markt local disturbance, with the formation of pus at the point of 
infection and with an ascending cellulitis, the systematic disturb- 
ance being usually more severe than in Class 1. 

Vnder Class 2 one may put that variety in which there is only 
slight disturbance locally, but in which there is an early and se- 
vere involvement of the regional lymph glands and severe gen- 
eral disturbance. 

Under Class 4 we may include that form in which there is no 
demonstrable local disturbance and only relatively little disturb- 
ance in the regional lymph glands, but in which there is severe 
general intoxication due to the presence of the pathogenic bae- 
teria or their toxins in the blood. 

It is hardly necessary to say that the infections become more 
and more serious in the order enumerated, the first class rarely 
becoming grave when properly treated from the onset, while the 
last class only too often terminates fatally, as the annual list 
of its victims in our profession too clearly and sadly demonstrates, 
It is because of the distressing frequency with which our profes- 
sional brethren suffer from these infections, and because of the 
unsatisfactory treatment to which I have seen them (as well as 
others, as a rule), subjected that I have concluded to discuss the 
treatment of these forms of infection at some length. 


In the first two classes the indications are plain and the treat- 
ment relatively simple. Elevation of the extremity at the very 
onset, copious wet dressing as described later, free incision and free 
drainage, just as soon as there is microscopical evidence of pus. 
It is well in these cases to carefully apply an Esmarch constrictor 
to the limb, proximal to the inflamed area, before the incision 
is made. It is claimed, and I believe correctly, that the danger 
of disseminating the infection is greatly reduced if this precaution 
is observed, the theory being, that while the incisions are being 
made, it is best to compress the lymphatics and veins, thus clos- 
ing. them until thrombi have formed in their cut ends so as to 
prevent particles of infected material being taken up by either 
of these systems and disseminated thru the body, thus furnish- 
ing foci for pyemic abscesses, septic endocarditis or septicemia. 


One other caution—The incision (or incisions) should be made 
wholly within the infected area—that is, they should not pass be- 
yond the line of demarkation, if such exists, as is usually the 
case, to a certain extent at least. By following these rules the 
pus can be evacuated with safety without opening up new areas 
to infection and the danger from the above mentioned complica- 
tions or sequelae is reduced to a minimum. 

Of more importance is the treatment of the third class of 
cases: that class in which there is only slight disturbance locally 
but an early and severe involvement of the regional lymph glands 
and quite markt systematic disturbance.. From purely theor- 
etical considerations, I have always had the belief that the treat- 
ment generally followed for this class of cases, by even our most 
prominent and successful surgeons, is unsatisfactory and faulty. 
For the last four years I have consequently watcht the treatment 
and the results obtained by our own, as well as foreign surgeons, 
and the more I see the more firmly do I become convinced that 
my first belief is the correct one. My attention was first called 
to this subject some four years ago, while house surgeon at the 
Cook County Hospital. At that time three of the twelve mem- 
bers of the resident staff were affected by this type of infection. 
Each one was treated by a different surgeon, in each the point of 
infection was freely incised; in one the axillary glands were re- 
moved; each one was incapacitated for work for some weeks, in 
fact, they all had to leave the hospital for some time and had not 
completely recovered until some months after the infection first 
took place. I do not state this in order to reflect upon the surgeons 
in charge, for these doctors were treated by three of the most 
prominent and successful surgeons of Chicago; it simply set me 
to thinking on this subject. I knew that my ward patients were 
not having so serious a time with their infections, and I therefore 
felt confident that the treatment which my colleagues had re- 
ceived was not the most satisfactory that could have been instl- 
tuted. I kept on making observations, and to a certain extent ex- 
perimenting—especially with different dressings. While in Europe 
I.noticed that surgeons and pathologists differed very decidedly 
in their treatment of this class of infections acquired during sur- 
gical operations or necropsies. Most of the surgeons seemed to 
favor early and free incisions, while the pathologists had learned 
better. They are infected so frequently that they have learned to 
treat themselves much more satisfactorily than even the sur- 
geons could. The quoting of a conversation—which took place in 
my presence—will bring this point out much more plainly and 
forcibly than anything which I might say on the subject. One 
day one of the surgical assistants came to the pathological labora- 
tory with his arm in a dressing, suffused eyes, pyrexia, and con- 
siderable systemic disturbance. The director of the laboratory 
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stepping up to him, askt him what had happened, and, after being 
told that he had an infected finger with enlargement of the lymph 
gland in the elbow and axilla—as well as a slight lymphangitis— 
said about as follows: ‘Now, do not let the surgeons get at you; 
go to bed, put on a copious wet dressing and you will be well in 
afew days; while, if you let them lance it, you may be laid up for 
weeks; at best, you will not be able to resume your work for some 
days if you have a gash in your finger.” It is needless to say 
that I was pleased to hear treatment adopted in my own work 
so forcibly stated by one whose judgment I value so highly as I 
do that of Dr. E. Fraenkel, of Hamburg. The sick assistant very 
wisely followed the advice and was back to work in less than a 
week. This he certainly could not have done with safety to 
himself or justice to his patients if he had an infected knife- 
wound in his finger, as he surely would have had had he permitted 
it to be lanced: 

I will now briefly outline the treatment that I have used in a 
large number of cases, later giving my theoretical as well as 
practical reasons for this procedure: I insist upon rest in bed, 
elevation of the infected extremity, free evacuation of the bowels 
by means of calomel and saline cathartics, not purging, simply 
free evacuation, that is, three to four bowel movements the first 
day, plenty of good, pure water, perfectly presented at regular 
intervals so that the kidneys are able to properly perform their 
function. It is quite noticeable how much better patients do in 
hospitals, as well as in private practice, if they are given a definite 
quantity of water at definite intervals. They suffer less from 
headache, pyrexia and gastro-intestinal disturbances. To con- 
tinue: liquid diet, avoidance of constriction to the lymphatic chan- 
nels and blood vessels, avoidance of pressure upon the lymph 
glands, and finally, copious wet dressings. The dressings must 
be copious in order to be effective. It is in the way of putting on 
too small a wet dressing that many general practitioners and even 
surgeons often err. I heard a surgeon express this idea’ in a 
homely but nevertheless forcible way not long ago. He said: 
“None of your baby dressings.” 

Ever since the careful and painstaking work of Professor 
Roswell Park, of Buffalo, surgeons have known and appreciated 
the value of boric acid as a germicide. Boric acid has, however, 
its disadvantages. It soon gets cold and then gives the patient 


a cold, clammy feeling, which ordinarily is very uncomfortable, 


and if there is severe sepsis, may be directly harmful. To ob- 
viate this, some surgeons have fresh hot solutions poured into the 
dressings at intervals of from thirty minutes to two hours. But 
no matter how carefully the rubber dam or rubber sheet has been 
adjusted, the bed is sure to get wet,which again is not only uncom- 
fortable, but may be harmful. Undoubtedly more than one pa- 
tient treated by this method has awakened some morning with a 
severe “cold,” which does not favor rapid recovery. Besides it is 
expensive, both in labor and material, and even in hospitals one 
cannot be sure that it is punctually done, especially in large 
wards or at night when the patient is asleep. Carbolic acid, vary- 
ing in strength from one to four per cent., has been extensively 
used in these conditions. It has been repeatedly, and I believe 
satisfactorily, demonstrated that carbolic acid when thus em- 
ployed isa very unsatisfactory antiseptic. Besides it has a delete- 
rious effect upon the system, which fully balances and often out- 
weighs any good result which it may produce locally. I refer 
to its effect upon the kidneys. No matter what we may do in 
erder to counteract the disease, we must be sure not to impair 
the function of any of the excretory organs. These are our 
friends and allies and it would be folly to injure them. The one 
great value of carbolic acid in wet dressing is its action as a local 
anesthetic. Thanks to the work of Schimmelbush and others, an 
eld but very reliable remedy has recently come into quite general 
use for this condition. I refer to alcohol. There is scarcely an- 
ether non-poisonous germicide which is as effective as alcohol. 
Alcohol has the great advantage of keeping the part comfortably 
warm. The great objection to it is, that after a day or at most 
two days, its use often becomes painful and sometimes almost un- 
bearable, and since, in these cases, it usually becomes necessary 
to apply a wet dressing for from two days to a week or even 
longer, it is scarcely advisable to apply a dressing which will 
make the part too sensitive. 

There are a few other substances which have, from time to 
time, found favor with various surgeons as wet dressings, but 
as most of them have been discarded because they did not fulfill 
first expectations, they scarcely need mention here. Knowing 
the advantages, as well as disadvantages of boric acid, carbolic 
acid and alcohol, I set to work to combine them in proportions 
which would bring out their advantages as much as possible, 
without making manifest their disagreeable features. I experi- 
mented for some time trying to find out the best combination, 
both as to efficiency and comfort to the patient, and my final re- 
sult is the following: 


Borie acid (saturated solution) 
Carbolic acid (5 per cent. solution)..... 

This formula may sometimes be modified with advantage. If 
the part is not painful I often leave out the carbolic acid entirely. 
Again, some patients do better if the proportion of alcohol is in- 
creast. The boric acid is put in because of its well known germi- 
cidal effect; the carbolic acid, because of its anesthetic effect; 
the alcohol because of its action as a germicide, and that it keeps 
the whole limb warm and comfortable. I use the plain sterile 
gauze for dressings by preference, because I believe it to be more 
effective and certainly more comfortable than cotton, and, as the 
same gauze can be used during the whole treatment of the case, 
which cannot be done with cotton (at least not so readily), it is 
just about as cheap. I heat the solution on the stove instead of 
adding hot water, as is so often done when boric acid solution is 
used, for I have been fully convinced that the statement made by 
Frederick Treves is correct, that a saturated solution of boric 
acid is much more efficacious than an unsaturated one. Over 
the wet dressing a rubber protective should be applied to prevent 
too rapid evaporation, then some absorbent cotton to prevent drip- 
ping, and, finally, a soft roller bandage. The dressing as just de- 
scribed will be comfortable and effective for from 12 to 24 hours. 
It is the least troublesome, least expensive, most comfortable and 
most effective wet dressing with which I have had any experi- 
ence. 

If the infection has come from a pin-prick or similar wound 
thru a thick and calloust layer of the skin, it is advisable tq care- 
fully shave away the horny layer at the point of infection till 
one gets down to the quick, but oné should avoid cutting into the 
healthy tissue. If, now, a little pus should form at the point, it 
will work its way to the surface and discharge spontaneously, or 
it can readily be releast as soon as there is macroscopical evidence 
of pus. 

Should softening of the affected lymph glands take place, a 
sequel which rarely occurs if the dressings have been properly 
and conscientiously applied from the very onset, the abscesses 
should be freely incised and drained with a gauze or rubber drain, 
but should not be enucleated as whatever can be lett may some 
day act as a barrier against general infection. 

As to systematic medication in these cases, I must say that I 
have not a great deal of faith in it. Tonic doses of iron, quinine 
and strychnine, with or without the extract of malt, are probably 
indicated especially during the stage of convalescence. I can 
certainly not make myself believe that heroic doses of the tincture 
of the chloride of iron or of alcohol have ever done one of these 
cases any particular good. 

In the fourth class of cases, those cases in which there is 
practically no reaction at the point of infection, where the glands 
are involved and where there is severe sepsis, the treatment 
should be practically the same as in class three. Even the most 
aggressive surgeons have given up incising the point of infection 
if there is no inflammatory reaction at all, but some still persist 
in taking out the involved lymph glands at the earliest possible 
moment. This I believe is a mistake and consider it best to use 
the wet dressings above described with supportive treatment 
and to incise the glands only when they show distinct «videnee 
of suppuration, feeling confident that in this manner the progress 
of the disease can be most readily checkt with the least possible 
discomfort and danger to the patient. 


New York Medical Journal says that the patient from whom 
Dr. Charles B. Bingham, of San Francisco, removed the entire 
stomach for cancer some twenty months since, has-no sign of a 
recurrence of the disease (carcinoma). Since she left the hospital 
there has been no restriction whatever as to her food. She eats 
what she pleases, she keeps house herself, visits her relatives and 
friends, takes her grandchildren to ride in the cars, and a short 
time ago, when the California troops came home from Manila, 
she witnest the parade, her face beaming with pleasure. That 
evening the entire city was illuminated, and after driving around 
the streets she returned home at half-past one in the morning, 
feeling none the worse for the excitement. Last spring she 
weighed 110 pounds; she now weighs 112 pounds—a favorable 
gain during summer. She is now in her sixty-eighth year. 


Dr. Ap. Morgan Vance, of Louisville, says: No injury about the 
head is of so little importance as to be disregarded, and.in cases 
where there is any doubt we ought to make an exploration, be- 
eause simple incision of the scalp is not dangerous; and if we 
find no fracture of the outer table, but symptoms point to a frac- 
ture of the inner table, we ought to trephine, because the mor- 
tality following the operation is comparatively slight and the 
prognosis without operative measures extremely grave. 
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SURGICAL NOTES. 


In the treatment of fractures involving the elbow joint care 
should be exercised not to institute passive motion too early, and 
not to use much force in the beginning; otherwise more harm than 
good will be done. This is especially applicable to intercondyloid 
fractures of childhood. 


Before operating the surgeon should always find out whether 
the patient has any malarial history. The discovery of this fact 
will save many anxious hours when temperature rises suddenly 
after operation. 


Dr. J. P. Crozer Griffith, of Philadelphia, reports (Archives of 
Pediatrics) two cases of appendicitis, remarkable by occurring in 
childrea of four years of age. Both cases were operated upon, and 
both made excellent recoveries. 


That cultured, practical writer, Dr. W. C. Abbott (editor of 
the Alkaloidal Clinic, Chicago), says that in cases of acute mas- 
titis, with redness, swelling and high fever, nothing gives such 
prompt relief (excepting hypodermatic use of morphine, which is 
not curative, and is often objectionable), as the application of cold 
—ice bags or cloths wrung out of very cold water. When the appli- 
cation is first made, a thin, dry handkerchief should be spreaa 
over the breast, the cold application made outside of that, and the 
whole supported by a snugly-fitting bandage of some light, open 
cloth. The compress should be renewed at first every fifteen to 
thirty minutes, and later, not so frequently. 


The latest treatment of aneurigm of the aorta is by the injec- 
tion of gelatin. A successful result is reported by Kalindero ¢Tour- 
nal of American Medical Association, November 25, 1899, page 
1,353). In the observation described there were unmistakable evi- 
dences of a large aneurism of the arch of the aorta on a basis of 
malaria and syphilis with difficulty in respiration and cyanosis of 
the lips and extremities. Vigorous specific treatment failed to re- 
lieve the symptoms, and 100 ¢c.c. of a solution of 1 gram of gelatin 
in 100 ¢.c. of salt solution, was injected subcutaneously in the but- 
tocks. There was a slight chill and the temperature temporarily 
rose to 38.5, but in a few days the dyspnea had disappeared and 
the attacks of suffocation and coughing had become much less fre- 
quent and severe. The injections were repeated every week, pro- 
ducing each time the same slight, transient reaction. By the fifth 
injection the aneurysmal sac was obliterated and retracted, and 
all the fundamental troubles had vanisht, and the patient con- 
sidered himself entirely cured. 


The following new method of resection of the elbow joint is 
recommended as very convenient and effectual as compared with 
other operations now in general use. An incision is made thru the 
skin and subcutaneous tissue, beginning at the outer side of the 
biceps tendon 2 cm. under the epicondyle and extending obliquely 
outward over bone upward along the inner border of the ulna, end- 
ing beside the olecranon. The flap is dissected upward by sep- 
arating in the region between the anconeus and the epicondyle. 
The periosteum of the ulna and the triceps tendon are separated 
from the bone together. Then follows the opening of the joint 
dislocation and resection in the usual manner. It is known as 
Cavazzani’s operation. 


Trendelenberg has just reported six removals of the spleen for 
traumatic rupture—four deaths, two recoveries. He says that in 
order. to be able to institute the proper treatment in time, it is ab- 


solutely essential that an immediate diagnosis be made, because the ~ 


furious hemorrhage may cause death in less than an hour. 


“Medical” nephritis is now to be added to the list of surgical 
diseases. It is said that nephrotomy relieves the tension and con- 
gestion in these cases and regulates the circulation, restoring the 
kidney to its normal function, with disappearance of the albumin, 
and normal elimination of urea and other excremental substances. 
The prompt subsidence of the reno-renal reflex on the other kidney 
attests the efficacy of the nephrotomy. It might be also effective 
in the same way as enucleation in sympathetic ophthalmia. 


Dr. W. W. Keen, professor of surgery in Jefferson Medical 
College, Philadelphia, summarizes his opinions anent the surgical 
treatment of perforation of the bowel as follows: I believe that 
(1) The surgeon should be called in consultation the moment 
any abdominal symptoms indicative of possible perforation are 
observed; (2) if it be possible to determine the existence of the 
perforative stage, exploratory operation should be done under 
cocain anesthesia before perforation, shock and sepsis have oc- 
curred; (3) after perforation has occurred operation should be done 
at the earliest possible moment, provided: (4) that we wait till the 
primary shock, if any be present, has subsided; (5) if in a case 
of suspected but doubtful perforation a small exploratory opening 
should be made under cocain to determine the existence of a per- 
foration, and if hospital facilities for a blood-count and for im- 
mediate bacteriologic observation exist, then surgical aid should 
be invoked; (6) the operation should be done quickly, but thoroly, 
and in accordance with the modern technic; (7) the profession at 
large must be aroused to the possibility of a cure in nearly, if 
not quite, one-third of the cases of perforation, provided speedy 
surgical aid is invoked. 


The subject of resection of the cervical sympathetic being un- 
der discussion at the late meeting of the French Surgical Con- 
gress, M. Viday spoke on the indications and contradictions of re- 
section of the sympathetic in generalized essential epilepsy. Re- 
section of the sympathetic is physiologically justified when cere- 
bral anemia can be considered as an auxiliary factor in epileptic 
phenomena. Certain toxic epilepsies also seem certain to derive 
benefit from resection of the sympathetic, for intoxication too 
slight to provoke an attack may be aided by mechanical irritation 
of the sympathetic. The operation, on the other hand, is abso- 
lutely contra-indicated in epilepsy provoked by cerebral compres- 
sion, for it increases first the blood in the brain, and secondly the 
serous edema so frequent in such cases. The difficulties in the 
diagnosis of essential epilepsy render necessary (as regards the 
contra-indications of resections) the use of nitrite of amyl, which 
produces temporarily the exuects of resection. Operation should 
be reserved for subjects influenced beneficially by the inhalations 
made during the prodroma of the attack, and it appears indispen- 
sable to abstain from it if the nitrite of amyl aggravates or pro- 
vokes the attack. 


Dr. A. H. Meisenbach, late professor of surgery in the Marion- 
Sims Medical College, says there is a commendable tendency 
among surgeons to discard the classical operation and amputate 
above the ankle, believing that it is better to amputate higher up 
and have a stump to which an artificial limb can be adjusted than 
to have an unsatisfactory amputation lower down. 


One of the best operations for recent empyema consists in sub- 
periosteally resecting a number of ribs by separate transverse in- 
cisions and then uniting these separate wounds by longitudinal 
incision and tying the intercostal arteries. Those ribs should be 
selected which when removed will best drain the cavity, and the 
number limited by the size and extent of the empyema. All 
pockets and separate recesses of the empyema must be opened 
up into the general cavity. The whole wound is then loosely 
packt with gauze, and no stitches inserted, so that the whole 
wound will heal by a granulating process. The advantages of 
this open method of operating are: (1) All the different recesses, 
as well as the main cavity of the empyema, are made to granu- 
late; (2) only the bony portion of the chest-wall is removed; (3) 
the lung and its surface are brought directly to the sight and 
touch of the operator; and (4) the removal of the hard structures 
allows of extreme flexibility of the chest-wall. 


An excellent hemostatic is said to be a mixture of 2 parts of 
chloroform to 100 parts of water. It may be tried after extraction 
of a tooth as a matter of experiment.. 
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It should always be remembered that all tumors showing in 
infancy and early childhood, are far more likely to be of a malig- 
nant character than those developing later in life. Prognosis, ac- 
cordingly, should be guarded. 


Cancer of the esophagus is subject to operation when the 
lower border of the growth does not reach below the upper edge 
of the arch of the aorta, and when the tumor is still movable. 
Tracheotomy as a preparatory operation is seldom indicated, and 
even when resection of a portion of the trachea is necessary, 
tracheotomy should be put off until the end of the operation. 
Gastrostomy is the best way whereby a favorable condition of 
the esophageal wound may be obtained, and is absolutely essential 
in deep recessions of the esophagus. When at the operation it has 
not been possible to fasten the lower end of the esophagus in 
the wound, the end, after being ligated, may be allowed to sink 
into the chest. A permanent gastric fistula is more endurable 
and less dangerous than a cicatricial fistula in the region of the 
aortic arch, which continually needs dilation. If the ends of the 
esophagus are closed, it is then right to make a salivary fistula 
on the neck. 


It is claimed that if pure guaiacol be incorporated with the 
oil used as a medium for intramuscular injections of mercurials 
the process is rendered practically painless. The following form- 
ula is the one recommended, the guaiacol being employed in the 
proportion of three per cent.: 


M. Sig. For hypodermic use. 
The injections are practist daily or every other day, 30 min- 
ims representing approximately gr. 1-6 of the biniodid. The 


needle should be inserted perpendicularly to the skin, pusht in its: 


full length, and the liquid injected very slowly, the buttocks being 
chosen preferably for the operation. 


The subject of pulmonary hemorrhage following exploratory 
puncture of the chest for fluid, in infants, is discust by Dr. Henry 
Koplik in Archives of Pediatrics (August, 1899). He declares 
most positively that exploratory puncture of the chest is not 
Ahharmless. He advises that the needle should never be introduced 
into the chest unless very strongly indicated by the physical 
signs. Existence of a high temperature alone should not be re- 
garded as a sign of the presence of fluid or pus, or sufficient 
ground for the puncture of the chest-wall with a needle, even tho 
the chest be dull on percussion. He has seen hemorrhage from 
the mouth, or mouth and nose, occur immediately upon puncture 
of the chest in four cases and in none of these was there any 
fluid found. The bleeding was probably caused by the lungs be- 
ing adherent thru the pleura with the costal structure, the needle 
entering directly into the lung and there causing a wound of 
some bloodvessel which allowed the escape of blood as soon as 
the needle was withdrawn. In all the cases the patients were 
very restless and the blood, mingled with frothy sputum, came to 
the lips and nose in a spurt. In some of the cases it came from the 
nose only. Immediately preceding the hemorrhage the patient 
had a fit of coughing, which continued long after the bleeding 
had subsided. None of the cases showed collapse and fortunately 
none of them proved very serious. But it is possible that a large 
bloodvessel may be punctured by this procedure, or that a con- 
dition of the blood unfavorable to coagulation (hemophilia) might 
exist and there result a serious, possibly fatal, hemorrhage. It is 
not advisable to puncture the chest more than once at a single 
sitting, and this should be at the point in the chest where the 
fluid is thought to be as the result of accurate examination. The 
needle used should be of small caliber, and it should not be en- 
tered into the chest-wall beyond two centimeters. It should not 
be entered and then withdrawn, or pointed in various directions. 
lest the struggles of the patients produce puncture of the lung or 
bloodvessels. The needle should be withdrawn as rapidly as it is 
introduced and the whole operation completed within a half min- 
ute. 


Of varicose ulcers of the leg Dr. F. E. Bunts, professor of 
surgery in the Medical Department of Western Reserve Univer- 
sity, Cleveland, says: ‘The treatment of one of these ulcers 
should should be no more of a bugbear than that of a varicocele. 
A cure can be promist as positively as in any operation in sur- 
gery. There is no varicose ulcer so bad that it cannot be cured. 
and that, too, .with great rapidity, almost perfect safety. and 
little or no pain. What a contrast to the months and years of 
treatment and suffering which they have so often heretofore en- 
tailed! This seems to be one of the great triumphs of surgery, 


and one which, when it is fully appreciated by the profession, is 
destined to confer as much benefit and relieve as much disability 
and suffering as any operation in surgery. A long, convex incision 
is made in the vertical axis of the limb embracing the area of 
greatest varicosity, and this incision is carried thru to the deep 
fascia. The large flap is then turned back and the enlarged veins 
on its under-surface exposed and dissected out. The flap is then 
returned to its normal position and sutured in place. When the 
varicose veins are numerous and cover an unusually large sur- 
face, two flaps may be made at suitable places instead of one.” 
The operation that Dr. Bunts has performed twelve times during 
the past year, with success in all but one case, has been slightly 
different from that already mentioned: The site chosen for opera- 
tion is the long saphenous near the bend of the knee. The leg 
and thigh are well scrubbed, shaved and wrapt in bichloride 
compress the day before the operation. The ulcerated surface is 
likewise drest with a moist bichloride dressing, and, if the incision 
is to extend nearly to its border, it is best to cauterize the ulcer 
on the day of operation in order as far as possible to avoid dan- 
.ger of infection. During or just before the administration of the 
ether, a bandage is placed ‘thigh up around the thigh, just tightly 
enough to obstruct the venous circulation, thus causing the veins 
to become more prominent. The limb having again been thoroly 
cleaned and protected from danger of infection from the ulcer, 
an incision is made for a length of eight or ten inches over the 
long saphenous beginning about four or uve inches above the 
knee. A ligature is placed about the vessel at its upper exposed 
point and it is then dissected out for a distance of about eight 
inches, ligating and severing all communicating branches with 
eatgut. After the removal of the vein the wound is sutured, the 
wound carefully drest and a posterior popliteal splint applied. In 
none of the cases did he apply any dressing to the ulcerated sur- 
face other than a very weak bichloride dressing or simply steril- 
ized gauze. In every case but one the improvement in the ulcer 
seemed almost phenomenal. It took on healthy granulation proc- 
ess, and epidermization went on with great rapidity until the 
ulcer was entirely healed. In no case did infection of the incised 
wound or phlebitis result. The case in which failure occurred was 
an extremely bad one, and he is, satisfied that the slow repair in 
that case was due to the fact that he did not remove sufficient 
of the enlarged veins. 


Rupture of an empty or nearly empty bladder must of neces- 
sity be a quite rare occurrence. But it is not at all infrequent 
when the viscus is distended—the tear being where there is the 
least opposing pressure. Thus in a bladder so fully filled as to 
reach above the symphysis, the rupture occurs on the upper and 
posterior segments, because here the opposing pressure is only 
the soft intestines. In these cases the rupture is intraperitoneal. 
If the bladder be only partially filled, the force pushes the blad- 
der down into the pelvis and itself protects the upper part. The 
danger-point is then the yielding pelvic floor and the rupture is 
extraperitoneal. The rupture is diagnosed by the intense tenes- 
mus, with inability to pass any urine,or possibly the voidance of 
a very small quantity of bloody urine, by impossibility to detect 
the bladder above the symphysis, by easy catheterization, and only 
a small quantity of bloody urine coming out thru the catheter. 
The treatment of vesica] rupture should be about as follows: 
Celiotomy is the best method of reaching the bladder. It 1s 
best always to suture the bladder, as it is in this way the most 
readily protected against infection by the secretions of the 
wound. ‘The suturing of the bladder-wall and of the peritoneum 
should be done separately. In case peritonitis has already set in, 
rendering the separate sewing of the tear of the peritoneum im- 
possible, a tampon should be put into the peritoneal cavity. The 
after-treatment should consist in the extensive use of iodoform- 
gauze packing. 


Dr. Edward Martin, Professor of Clinical Surgery in the Uni- 
versity of Pennsylvania, Philadelphia, in University Medical Maga- 
azine of November, 1899, gives details of a simple, palliative opera 
iton applicable to obstructing cancer of the pylorus too far ad- 
vanced for complete removal. In the case in which he tried it, the 
cancer involved the greater and lesser omentums and post-perineal 
glands. The operation consisted in the introduction of a rubber 
tube of the caliber of a No. 4 French sound, which was laid on 
the surface of the first part of the duodenum and six interrupted 
catgut sutures so placed that by drawing them tightly the portion 
of the tube in contact with the bowel was completely covered by 
a fold of the wall drawn up on each side. Between the fifth and 
sixth sutures a slit was made thru the bowel wall, and thru this 
opening six inches of the tube were past downward. The sutures 
were then tied, thus forming a long oblique channel not likely te 
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permit leakage of the intestinal contents. The tube was fastened 
to the gut by a catgut suture past thru its wall. The peritoneum 
ofthe bowels at this point where the tube emerged from the 
channel made for it was sutured to the parietal peritoneum and the 
wound was closed. Healing was prompt and uninterrupted. The 
patient has since been fed thru this tube at regular intervals, with 
predigested food, and has steadily gained in flesh and strength. 
He has been largely relieved of his yomiting, and has had much 
relief from his exhausting pain. Dr. Martin thinks the following 
conclusions are warranted in such cases of inoperable pyloric 
cancer: 1. When cancer has invaded the stomach, its course is 
hastened, and the pain it causes is increast by the congestion and 
motion inseparable.from gastric digestion. Moreover, the contact 
of the ingesta and of the gastric juice acts as direct irritants to 
ulcerating surfaces, and adds to exhaustion and anemia by encour- 
aging hemorrhage. 2. The palliative treatment of gastric cancer 
has for its end the relief of pain and vomiting, and the prolonga- 
tion of life. 3. This is best attained by excluding the stomach 
from the digestive process. A common cause of death in obstruc- 
tive pyloric cancer is starvation due to the failure of the gastric 
contents to reach the intestine. This may be remedied somewhat 
uncertainly by gastroenterostomy, but even if this operation attain 
such an end, the stomach is still subject to the constantly recurring 
congestion of digestion. 4. Since the chemical and mechanical 
changes wrought on food by the stomach can be perfectly imitated 
without the body, there is every reason to believe, and clinical evi- 
dence to prove, that when food thus prepared is introduced into 
the upper bowel the functions of the stomach can be dispensed 
with entirely without harm to the patient. 5. Food thus prepared 
ean be introduced thru an artificial opening made into the duode- 
num. This opening can be made easily, bloodlessly, and rapidly, 
and hence with less shock than can any form of communication 
between the stomach and bowel. 6. To prevent leakage, unless 
there is need of great haste, this is best made as in Witzel’s method 
of gastrostomy, i. e., by folding a tube in wall of the bowel, Lem- 
bert sutures being used for this purpose. At the bottom of the 
tunnel thus formed the tube is past thru a slit into the bowel lu- 
men. 7. In obstructing pyloric carcinoma of the stomach, duode- 
nostomy is always to be preferred to gastroenterostomy. 
Even in cancer of the fundus beyond the reach of a radical 
cure duodenostomy will probably relieve pain and hemorrhage and 
delay the course of the infiltration. 8. After duodenostomy, un- 
irritating antiseptic and analgesic lavage of the stomach should 
form a part of the palliative treatment. 9. This operation is also 
indicated in intractable ulcer of the stomach. 


A confrere reports, says Dunglison’s College and Clinical Rec- 
ord, having treated over two hundred cases of chronic ulcers of the 
leg by the following method, and each time with success. The 
treatment is based on a thoro disinfection of the sores. The limb 
is first well washt with green soap and dried, and then the ulcers 
are powdered with calomel and triturated by means of a plug 
of cotton attacht to a piece of wood (penholder) and steept in wa- 
ter, so as to form with the calomel a thick paste. On this paste 
is sprinkled some fine table-salt; a dressing of gauze and cotton 
terminates the operation. The sublimate resulting from the com- 
bination of the chloride of sodium and the calomel is very active 
in its effect, and for three hours the patient suffers from an in- 
tense burning sensation in the wound, altho never so unbearable 
‘as to require an injection of morphine. At the end of 24 hours 
the ulcers are washt again, and this time the surfaces are of a 
bright-red color, all the granulations having been destroyed. The 
pain derived from the injection and the inflammation of the sur- 
rounding tissue has generally disappeared at this stage. The 
wound heals now rapidly; but to hasten the cicatrization, the 
author generally applies an ointment of turpentine. 


Bangs (Dunglison’s College and Clinical Record), lays down 
some general directions of catheterism which should, it is held, 
be rigidly followed by the patient. The soft catheter with solid 
tip is the best to use if possible. If a rigid one be required, one 
made of elastic webbing, with a curve or bend at the point, is 
preferable. A new catheter must be treated with the same care 
as to cleanliness and asepsis as one that has been in use. If pos- 
sible, it should be exposed to the vapor of formaldehyde; if not, 
it should be immersed in a solution of formalin (one to two per 
cent) during at least 15 minutes. Then it should be placed in a 
strip of bichlorice gauze, or placed between the folds of a perfect- 
ly clean towel. Each catheter should be kept in a separate re- 
ceptacle or closed drawer, where dust cannot find access to it, 
and where it cannot be handled except by the person who is to 
use it. If the patient must carry the instrument about with him, 


it should be kept wrapt in several layers of bichloride gauze, and 
outside this should be placed a wrapping of “waxt’” or parchment 
paper, held firmly by rubber bands. Just before using the ca- 
theter the patient must thoroly clean his hands and rinse his fin- 
gers in pure alcohol. In the mean time the catheter should be 
lying in formalin solution. Then, after shaking it, and wiping off 
any drops that may remain upon it with a piece of cleon ‘gauze, 
and smearing it with a proper lubricant, the patient should gently 
pass it along the ureter. Immediately after:use ‘the catheter 
should be thoroly washt with soap and water, be steept for a 
time in the solution of formalin, and then carefully put away in 
gauze or a clean towel in readiness for the next use. 


It has been proved by clinical and experimental investiga- 
tion that the mechanical theory will not explain the great major- 
ity of cases of varicose veins. Statistics would seem to show 
that occupation and sex play an unimportant part and should no 
longer be considered among the etiologic factors, The varico- 
sities of veins is now known to be due to certain anomalous 
conditions in the scructure of the vein, and as many of these 
are congenical, heredity may be put down as one of the predispos- 
ing causes. Anatomic study of the normal vein shows there is a 
definite arrangement of the valves, the distance between each 
two of which varying with the length of the limb. ‘therefore, in 
individuals with long lower extremities the distance between the 
valves would exceed that in the individual of average height. 
From this it may be reasoned that stature is another predisposing 
cause. The anomalous cordition referred to consists in a rela- 
tive deficiency in the number of valves, and is necessarily con- 
quently, as the result of an effort to compensate for the valvular 
quently, as the result of an effort to compensate for the valvular 
deficiency. Among them are hypertrophy of the connective tis- 
sue of the intima and adventitia and a muscular hypertrophy of 
the media. Various operations have been recommended for the 
radical cure of varicose veins chief among which are those of 
Trendelenburg and Madelung. The majority of surgeons have 
adopted an operation that is a modification of that Madelung and 
consists in the removal of the isolated sections of the veins. From 
a study of the statistics furnisht on this subject it would seem 
that the Trendelenburg operation is indicated when the saphe- 
nous vein is only slightly dilated either above or below the knee, 
especially in patients of advanced years. When, however, the 
vein is dilated throughout its entire course, and, if the patient 
be young, the Madelung operation is to be preferred. 


In cases of felon, find out as soon as possible whether the bone 
is attackt. Should the terminal phalanx become loose, amputa- 
tion will nearly always give the most useful finger, especially to 
workmen. The amputation, however, is best delayed until the 
septic process is overcome, or else the flaps will probably die, and 
the time needed for healing by granulation will be greater than 
that taken up in previous antiseptic treatment.—International 
Journal of Surgery. 


In a recent clinic Dr. T. G. Morton, at the Pennsylvania Hos- 
pital, discust (Dunglison’s College and Clinical Record) the sub- 
ject of the surgical treatment of fissureof the anus, saying: Very 
often these cases wander around from one doctor’s office to an- 
other seeking relief, and are given some ointment and told that 
they have “piles,” for the doctor is either too busy or hasn’t the 
inclination to find out what is the matter. Never be so busy but 
that you cannot pay attention to any case that comes to you, even 
if the case seems to be of an unpleasant character. Be sure of 
your diagnosis before you talk to your patient; find out what is 
the matter. You all know that the bowel is encompast by @ 
circular, constantly contracting, muscle, or sphincter. In operat- 
ing the idea is to place that muscle at rest—in other words to 
paralyze it until the fissure can heal. Before commencing the 
operation I place a sponge, to which is attacht a piece of cord, 
above my field of operation; this is to prevent any fecal matter, 
which may be in the bowel, from coming down and obstructing 
the view. The method of operating is to place the forefinger in- 
side the bowel, and then, with a knife, cut thru the muscle. In 
doing this it is unnecessary to follow the old crack or fissure. I 
start just beyond the fissure, and after cutting thru I place the 
finger of my other hand inside the muscle and stretch it. I place 
a one-grain opium suppository in the line of the cut, and then 
take a piece of gauze, roll it to about the size of a lead pencil, and 
place it in the anus to make pressure on the hemorrhoidal vessels, 
and thus prevent an undue hemorrhage. We then dress the case 
with a T-bandage. 
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GYNECOLOGICAL NOTES. 


The Alabama Medical and Surgical Journal contains a brief 
note of a case of rupture of a multilocular ovarian cyst in the 
practice of Dr. W. E. B. Davis, Professor of Gynecology in Bir- 
mingham Medical College. The symptoms were such as to simu- 
late abortion. When the doctor was called, he found, upon exam- 
ination, a tumor in the right iliac region. The uterus was large 
and soft, and he thought she was pregnant.’ Under anesthesia 
he found the uterus enlarged, and after dilating and introducing 
his finger he found nothing. He then opened up and found a mul- 
tilocular ovarian cyst which had ruptured. The omentum was 
thickened and the other ovary contained a cyst which was excised. 
He reported this case on account of the difficulty in diagnosis. 


Dr. I. S. Stone, the celebrated abdominal surgeon of Washing- 
ton, has lately publisht an interesting report on “The Rarity of 
Ovarian Cysts in Negresses.” After several years’ experieace in 
a hospital for women, where a large number of negresses are an- 
nually treated for gynecologic diseases, and where cases of uterine 
myomata are frequent, the writer has noticed the extreme rarity of 
ovarian neoplasms and especially of the multilocular variety. He 
addrest letters to many other prominent surgeons elsewhere, and 
of the large number who replied to his inquiry there was almost 
universal acquiescence in the position taken by him, save from 
one important medical center, i. e., New Orleans. According to 
the records from the hospitals of that city, cysts of the ovary of 
all classes are rather more frequent in the negro than in the white. 
Leaving aside this one source, the author advanced overwhelming 
testimony favoring the view that ovarian tumors are exceedingly 
rare in the negro race. The essayist makes a careful distinc- 
tion between multilocular and unilocular cysts, because there can 
be no doubt about a diagnosis at the time of operation when a 
multilocular cyst is found. 


as ovarian, and their removal called ovariotomy in hospital re- 
ports or operation lists, when, strictly speaking, they are not ova- 
rian tumors. 
matous, parovarian and broad ligament cysts in negresses (altho 
most of these in mixt cases), but has not seen one multilocular 
ovarian cyst. 


Virginia Medical Semi-Monthly contains an article in celiotomy 
on the treatment of incarcerated pregnant uterus, when irreduci- 
ble, by Dr. H. D. Fry, Professor of Obstetrics in Georgetown Uni- 
versity, Washington. He says: “The retro-displaced pregnant 
uterus becomes imprisoned by the projecting promontory of sac- 
rum, and unless relieved artifically or naturally, abortion results 
or serious pressure symptoms develop. Abortion, induced or nat- 
aral, is more serious than under other conditions, because the an- 
gle of flexion prevents complete evacuation and drainage of the 
uterine cavity. Fortunately, in the majority of these cases, re- 
placement takes place spontaneously about the end of the third 
month of gestation. In the few cases which do not correct them- 
selves, manual reposition is generally successful, especially when 
employed under anesthesia. In the very small proportion of cases 
left, induced abortion and vaginal hystereetomy are recommended 
as the last resorts of obstetric art. Believing the first never to be 
justifiable treatment for these cases, and the later only when de- 
structive inflammatory changes have occurred, the writer propos- 
es a new method of dealing with the complication. An incarcerat- 
ed pregnant uterus, which is irreducible by every effort of manip- 
ulation from below, becomes readily restored to its normal posi- 
tion if manipulated from above after celiotomy. On April 24, 
1898, Dr. Fry operated upon a case successfully. The abdomen 
was opened, the fundus lifted out from beneath the sacral promon- 
tory, and the gravid womb placed in normal position. To pre- 
vent recurrence of displacement after childbirth, and the possibili- 
ty of a similar complication in case of subsequent pregnancy, the 
uterus was attacht to the abdominal wall by two sutures. The 
ase recovered, past thru a normal pregnancy, and was delivered at 
term without any difficulty. The uterus remained in normal posi- 
tion after the puerperium had past. 


Fedortskaia-Virdarskaia reports an instance of emphysema- 
tous vaginitis—a vesicular affection of the vagina, which is in most 
eases associated with pregnancy. The vesicles are full of gas, 
and are mostly situated in the posterior vaginal wall. They vary 
in size from a pin’s head to a pea, and lie in the submucous con- 
nective tissue. Ejisenlohr traces this disease to the agency of mi- 
crobes. He obtained pure gelatine and agar-agar cultures, silight- 
ly alkaline. As long as it remained alkaline a culture gave out 
a gas which seemed to be trimethylamine. Fedorotskaia’s pa- 
tient was in the fifth month of pregnancy. She was feverish, and 
had rigors and show of blood. The vagina lookt as tho its veins 
‘were varicose; this appearance was due to numerous vesicles, 


It is otherwise with parovarian cysts” 
or those of the broad ligament, etc., which are, perhaps, classified |} 


He has frequently operated for dermoid, papillo- | 
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-contain a central channel as 
no difficulty in removing the cysts in any of these cases, and all’ 


chiefly in the upper and posterior part of the vaginal wall. An- 


teriorly and laterally the vesicles were scanty and very small. 
The fact that they contained gas was proved by pricking them 
when the vagina was filled with water, bubbles of gas at once es- 
caping. The bag of waters was intact, but abortion set in. The 
vagina was washt out twice daily with a 1 in 2,000 sublimate so- 
lution. At the end of a fortnight the vesicles had entirely disap- 
peared. It remains uncertain whether the cure was due to the 
injections or to the cessation of gestation. 


Noll relates three unpublisht cases of “hydrocele feminae.” 
The first is specially important, as symptoms of strangulated her- 
nia set in some six months after Noll had diagnosed a cyst of the 
right round ligament. There was vomiting and rise of tempera- 
ture. The swelling in the right groin was as big as a goose’s egg, 
hot, red, tender, and firm, just as is seen in cases of strangulated 
hernia with gangrenous contents. Still as Noll had seen the 
case when less acute, he concluded that inflammation of the hy- 
drocele explained everything. This proved to be the case. The 
cyst was easily enucleated. Its walls and the surrounding tis- 
sues were infiltrated with bloody serum; it contained fetid dirty- 
brown serum. It did not communicate with the abdominal cavi- 
ty. The wound was drained, and the woman, who was aged 32, 
‘began to recover directly after the operation. In the two re- 
maining cases the hydrocele was also in the right round ligament. 
In the second two cysts were plainly detected on palpation. At 
the operation, as the upper cyst was being enucleated, a third, as 
big as a pigeon’s egg, appeared; it lay against the inner abdomi- 
nal ring, closely connected with the peritoneum. The muscular 
fibers of the round ligament ran on the right and external aspect 
of the walls of the three cysts. The cyst in the third case was 
completely invested by the muscular fibers of the ligament. In- 
ternally the tendinous pubic end of the ligament was found to 
wide as a crow quill. There was 


did well. 


In a paper on ectopie gestation, read before the North Caro- 
lina Medical Society, Dr. John W. Long, of Salisbury, reported six 
cases of ruptured tubal pregnancy in which he performed abdomi- 
nal section, with five recoveries. This is a remarkable showing, 
and proves beyond question that a skillful operator, using all 
known modern methods of attaining asepsis, can obtain just as 
good results in country work as can the surgeons of the great 
metropolitan hospitals. It is harder work—that is all. 


Dr. W. E. Ashton, professor of gynecology in the Medico-Chir- 
urgical College, of Philadelphia, reports (Medical Bulletin, Novem- 
ber, 1899) a case in which, after a primary ovariotomy for cancer- 
ous ovaries, which did not relieve pain nor prevent menstruation,a 
supravaginal hysterectomy was performed, with uninterrupted re- 
covery. Menstruation has not been absent except for two months 
after the operation. The blood, he thinks, must come from the 
cervical canal as the uterus was removed close to the vaginal junc- 
tion, and the upper portion closed with peritoneum. After the 
ovariotomy it became more frequent, occurring every two weeks, 
and since the later operation it has been regular every four or five 
weeks, at first lasting three to four days, but latterly rather less. 


At a meeting of the Montreal Medico-Chirurgical Society, Dr. 
A. Lapthorn Smith related a case in which he had cured uri- 
nary incontinence by tightening the sphincter vesicae. The pa- 
tient, a woman, was in a miserable condition, being unable to 
retain her urine. This had followed a severe instrumental la- 
bor. It was associated with cystocele and rectoceie. After de- 
nuding the anterior spinal wall the operator had past deep sut- 
ures into the bladder-wall from the base of the trigone to the 
urethra, drawing the wall together. This resulted in cure. 


In a late paper on vaginal hysterectomy, Dr. J. N. Ellis of 
Ottawa, brings out the following points: (1.) There 1s every ad- 
vantage so far as exploration is concerned, in the vaginal route, 
that there is in the abdominal route. (2.) Drainage is better 
in the vaginal route. (3.) It permits of the use of clamps, 
thus saving time—a very valuable element in some cases.  (4.) 
There is no disfiguring cicatrix, and no liability to hernia. (5.) 
Shock is less and mortality is less. The operation Is indicated 
in the following conditions: (1.) All operable. malignant, diseases 
of the os, cervix, or body of uterus, (2.) Suppurative bilateral 
diseases, or incurable inflammations of the appendages.  (3.) 
Complete prolapse. (4.) Incurable chronic inversions. (5.) Op- 
erable, septic, puerperal metritis. (6.) Fibroids, except when 
of great size, or extensive adhesions. (7.) In excessively cor- 
pulent patients. 
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A valuable paper on “Pregnancy Complicated by Uterine Fi- 
broids,” appears in New York Medical Journal of November 25, 
from the pen of Dr. H. C. Coe, of New York. He believes that 
the rapidity of the growth of a fibroid under the influence of preg- 
nancy is in direct proportion to its more or less intimate relation to 
the uterus. Thus a pedunculated, subperitoneal growth may re- 
main unchanged, while an interstitial tumor undergoes markt en- 
largement. The position of the tumor is sometimes the most im- 
portant feature of the case. He reports a case in which the tumor 
was removed without interfering with the normal course of preg- 
nancy, also two cases in which the pregnancy was entirely maskt 
by the existence of fibroid tumors. Coe considers marriage for a 
woman with an intrapelvic tumor as “rather an interesting and 
uncertain experiment.” In regard to the treatment of fibroids 
during pregnancy, he would not interrupt pregnancy until the 
fetus was viable, if it were possible thus to prolong it without 
undue risk to the mother; for he thinks an elective Porro opera- 
tion at the present day is attended with no more danger than a 
supravaginal amputation at the third or fourth month. 


In a recent article on malignant tumors of the breast, Dr. W. 
P. Carr, of Washington, calls attention to the transition of tumors 
from one type to another, or even from the broad class of the 
benign to that of malignant growths. In the recognition of these 
great difficulty is sometimes experienced; pure carcinomata are 
easily recognized; but there is not only identity of structure be- 
tween inflammatory tissue and some sarcomas, but there is much 
evidence to show that benign, as well as malignant tumors, fre- 
quently occur in some tissues that have been the seat of inflam- 
matory infiltration. Billings has shown that carcinomas are in- 
creasing in frequency in proportion to the increase in high civiliza- 
tion. There are now, according to Williams, 10,000 cancers of the 
breast in England and Wales. Statistics show that 80 per cent. 
of all tumors of the breast are carcinomatous and 2 per cent. or 
3 per cent. are sarcomatous, but these statistics are taken from 
diagnoses made late in the course of the disease. There is no way 
of knowing just how many of these tumors were benign in the 
beginning. Carr gives the following practical conclusions: 1. 
That it is absolutely impossible, in a very large number of cases 
of cancer of the breast, to make the diagnosis in the very early 
stages of the disease before operating. 2. That this is the time to 
operate; for if we wait for diagnostic, or even suspicious, symp- 
toms of malignancy, we greatly lessen our chances for a cure. 3. 
We should urgently advise the removal at once of every tumor of 
the breast, no matter how small or innocent it may appear, and 
invariably have it examined microscopically by a competent ml- 
croscopist. Nothing will diminish the death-rate from cancer of 
the breast as the early and complete removal of all growths in this 
gland, and it is our duty to spread this doctrine among the laity. 
No operation should be attempted unless there is reason to believe 
that all the cancerous tissue can be removed. If any portion of 
the growth is left, it will grow with great rapidity after opera- 
tion. 


{n Occidental Medical Times (September 15, 1899) Dr. W. S. 
Thorne, of San Francisco, reports four cases of Cesarean section, 
in two of which he operated himself. A primipara, aged 30, had 
been in labor thirty hours. She had a flat rachitic pelvis, and the 
anteroposterior diameter was much diminisht by bulging of the 
sacral promontory. The abdomen was opened and the uterus in- 
cised in the usual manner. The child was extracted and the pla- 
centa detacht without difficulty, the uterine cavity was flusht with 
hot sterile water and the uterine wound sutured by superficial and 
deep silk sutures. The mother died on the second day of shock 
and hemorrhage. Contraction of the utefus was not satisfactory 
from the first, and resisted all efforts to improve it. In another 
case a primipara, 23 years old, had been in labor twenty hours. 
The anteroposterior diameter of the pelvis was less than an inch 
and a half, by reason of an exostosis of the sacral promontory. 
The abdomen was opened by a median incision, the uterus was in- 
cised and a dead child was extracted. Removal of the placenta, 
cleansing and suturing were carried out as in the previous case. 
The patient was much exhausted, but rallied from the operation 
only to die on the fourth day of septicemia. In a third case a 
primipara of 28 was found to have a typically flat pelvis with an 
anteroposterior diameter of 1144 inches. The amniotic sac was rup- 
tured and operation was performed before labor came on. The 
steps of the operation were as in the previous cases, and the 
woman recovered without unfavorable symptoms, leaving the hos- 
pital at the beginning of the fifth week in perfect condition, with 
a healthy child weighing ten pounds. The fourth patient, a primi- 
para, aged 22, had irregular bony prominences on the lateral walls 


of the pelvic basin; the pelvic arch was narrow and the transverse 
diameter between the tuber ischii much shortened. The abdomen 
was opened and the further steps of the operation were carried out 
as in the other cases until the child had been removed, then com- 
plete removal of the uterus was carried out with extraperitoneal 
treatment of the stump. There was no hemorrhage or shock fol- 
lowing the operation and an uneventful convalescence followed. 


BOOK NOTES. 


P. Blakiston’s Son & Co., of Philadelphia, have just issued 
the 49th annual Visiting List. This is the neatest, best and alto- 
gether satisfactory book of the kind issued. It sells at $1 for the 
size needed for 25 patients a day, or $1.25 for the 50-patient size. 
Besides the Visiting List for 1900 it contains numerous blank 
pages for memoranda, spaces for addresses of patients and nurses, 
vaccination and obstetric engagements, cash account, etc. 


The “Courier of Medicine Pocket Reference Book and Visiting 
List” is a neat, morrocco-bound little visiting-list which may be 
obtained from the St. Louis Courier of Medicine for 75 cents. 
It would have been more desirable if the advertisement of the 
remedies of Dios Chemical Co. had been omitted from the “Table 
of Doses,” and if the plate of ‘Contents’ had been changed from 
the “Calendar of 1891 and lovz2” of the old J. H. Chambers Co. to 
the 1900 of the Courier of to-day. 


Elizabeth Stuart Phelps has written a novel of interest to 
physicians, entitled “Loveliness: A Story.” It has four full-page 
illustrations by Sarah S. Stilwell, and a decorative cover. One 
volume, square 12mo. $1. It has just been publisht by Messrs. 
Houghton, Miffin & Company, is sure to attract attention, not 
only as a deeply interesting story, but as a pungent appeal for 
humaneness. Into this very striking story Miss Phelps has put 
the most effective touches of her genius, tho with a most mis- 
taken idea of the methods of modern medical investigators. 
“Loveliness” is a dog, a silver Yorkshire terrier, blue of blood and 
delicately reared. altho he has had his sensibilities disturbed by 
such unflattering epithets as window-washer, scrubbing-brush, 
feather-duster, and foot-muff. He is the pet, almost the object of 
worship, of his little 5-year-old invalid mistress. The sagacity and 
charm of the terrier, his many canine virtues, his affection for his 
little mistress, and the intelligence and self-sacrifice with which 
he saved her life—all these are set forth in Miss Phelps’s most 
graphic style. So are the dismay which is caused by the stealing 
of the dog, the possible peril of his falling a victim to experi- 
‘mental science, the learned helplessness of the professor in at- 
tempting to find his darling’s treasure, and what followed. Sey- 
eral illustrations add to the effect of the story. 


The American Monthly Review of Reviews grows better 
month by month. The hard-workt physician who has but little 
time to glance at the daily papers cannot afford to do without 
the Review of Reviews. An hour’s reading now and then thru 
the month will thus keep him in touch wit. the world’s progress 
and with the best of thought from every land. The cost of $2.50 
per annum is but little when compared with the profit to be de- 
rived. 


Over 1,000 prescriptions or favorite formulae of various teach- 
ers, authors and practicing physicians. The whole being carefully 
indext, and including most of the newer  remedies.Cloth, 300 
pages, postpaid, $1. ‘ine Ulustrated Medical Journal Co., pub- 
lishers, Detroit, Mich. This is the second edition of this handy 
manual, and is just from the press; it has nearly 100 pages of new 
matter added. As the practical worth of this kind of a book con- 
sists in its having a handy and complete index, this book has it, 
for some 16 pages of small type are devoted to this object, and 
some of the lines has as many as 20 different references to as 
many different formulae; this would go to show that there are 
about 2,000 different prescriptions given in the volume. In other 
words, taking the price of the book into consideration ($1.00), it 
would argue that there are furnisht some 20 different prescrip- 
tions for one cent. We notice that many of the newer remedies 
are among the prescriptions, thus bringing the treatment of many 
of the diseases down to date. Both o... and new writers of both 
home and foreign countries are represented among its formulae. 
Blank pages are frequently introduced, so that a handy place is 
furnisht for recording any new prescription that one might wish 
to preserve. The printed index will index all such penciled addi- 
tions, if care is taken to write them opposite a page with a form- 
ulae for similar disease; this would then save the bother of index- 
ing the penciled additions. 
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NEW ANTIKAMNIA COMBINATIONS. 


Attention of readers of the Journal is 
called to the full page advertisement of the 
Antikamnia Chemical Co., which appears 
on page iii. It will be noted that two new 
antikamnia products have been put on the 
market: “Antikamnia Laxative Tablets” 
and “Antikamnia and Quinine Laxative 
Tablets.” Each formula will at once ap- 
peal to the good judgment of every doctor 
as exactly filling a long-felt want—each 
useful for the particular object sought for. 
The first should be very popular in cases 
where pain, fever and constipation are all 
present—a frequent state of affairs; and 
when to these a malarial cause may be as- 
cribed the second is eminently practical. 
We predict unusual sales of these two ex- 
cellent combinations. 


AN IMPORTANT PAMPHLET. 


Battle & Co., of this city, have just is- 
sued a most interesting booklet with the 
title “Blood Dyscrasia.” If any reader of 
this journal has not received a copy he will 
do well to send for one since in it he will 
find convincing evidence of the usefulness 
of Ecthol—the new antipurulent—in check- 
ing the tendency to “break-down” in the 
tissues, fluids and corpuscles. It is useful 
wherever there is dyscrasia of the secre- 
tions, or where blood poisoning or tissue 
disintegration exists: in typhoid or mor- 
bific fevers, erysipelas, diphtheria, car- 
buncles, boils, gangrenous wounds, ulcers, 
abscesses and all other cachectic conditions 
of the system and pus formations. Its use- 
fulness as a local application for stings of 
insects, bites of suckers, blotches, pimples 
—all pustular conditions as well as fresh 
cuts—is well attested. It is certainly a 
remedy worthy of extensive use. 


WESTERN SURGICAL MEETING. 


The ninth annual meetirg of the West- 
ern Surgical and Gynecological Associa- 
tion will be held at Des Moines, Iowa, De- 
cember 27 and 28, 1899. Surgeons and 
gynecologists of the great West are cor- 
dially invited to affiliate themselves with 
this association. The secretary will be 
glad to send application blanks on request. 
Titles of papers should be sent to the sec- 
retary as soon as convenient, but not later 
than November 20 to insure a place on the 
program. 

H. C. Crowell, President, Kansas City, Mo. 

George H. Simmons, Sec. and Treas., 61 
Market St., Chicago. 


A REMEDY FOR ANEMIA. 


Extract of Red Bone Msrrow is rich in 
the elements that make hemoglobin, stimu- 
late cell proliferation and feed the new 
born cells, causing them to propagate in 
turn. It is the remedy above all others in- 
dicated in anemic conditions. There is no 
better preparation for patients in need of 
a general restorative, as it builds flesh and 
blood and increases the appetite for all 
kinds of food. 

Armour & Company’s Extract of Red 
Bone Marrow is, we believe, on account of 
its great natural advantages, the most re- 
liable marrow preparation. 


A NEW DISEASE. 


Cleveland Journal of Medicine reports a 
new disease (page 446, October 1899) viz: 
Osteomy—Elitis of the Pelvis. 


-flammations, 


UTERINE DISORDERS SUCCESSFUL- 
LY TREATED WITH EUMETRA. 
By Wm. Hooker Vail, St. Louis, Mo. 
aa Surgeon to the Mayfield Sanita- 
um. 


The generative organs of women are 
the seat of many disorders, and few 
there are, especially in America, but 
have some abnormality in this direc- 
tion. Uterine affections are a com- 
mon casualty in these times, and happy is 
she who knows them not. Irregular, pain- 
ful and suppressed menstruation, prolap- 
sus, leucorrhoen, ulcerations, chronic in- 
enlargement of the uterus, 
ete., ete., cause more irritability, unhappi- 
ness and misery than is dreamed of by the 
laity, and these uterine diseases are be- 
coming so common that it is seldom that 
Wwe meet with women who are entirely ex- 
empt from them. The procreatave system 
of woman is so intricate and so delicate, 
at the same time so closely allied to every 
organ of the body, by means of its nervous 
branches, that when it is diseased, it af- 
fects ‘the whole general health. I have al- 
ways discovered some uterine trouble, of 
a more or less severe nature, in nearly all 
my female patients, whether married or 
single. There are reasons for this un- 
healthiness among our female population, 
but they are numerous and varied. Civ- 
ilization has done much to bring about this 
condition. This is verified in the example 
of our red sister ofthe forests, who knows 
no troubles of the procreative organs. 
Alone, she is her only accoucheur, and af- 
ter delivery, washes her papoose in the 
brook, along whose side she always sta- 
tions herself, when the time has arrived, 
straps it to her back, mounts her pony, if 
she has been on the march, and joins the 
company, who having missed her from 
their midst and guessing the reason, have 
halted until her return. 

Modesty is often a great barrier to 
treatment but there are two varieties, to- 
wit: false and true. In reality, there is 
nothing false about modesty but many 
have almost made it so. Our daily papers 
teem with trash concerning women and 
their different complaints, the gist of 
which is that they cannot bring themselves 
to give full information regarding them- 
selves to a physician, especially if he is of 
the male sex. All this is sheer nonsense, 
but it nevertheless has its effect upon some 
portion of the female representation, and 
while some are prevailed upon to cast 
aside all sensitive feelings upon the sub- 
ject and consult their physician, there are 
many others that never can be induced to 
do so. 

Local treatment is not always requisite, 
neither is the use of the knife, in many 
cases, in the treatment of diseases of 
women. The nonchalant manner in which 
the knife has been wielded in past years, 
not so much in the last ten years, has been 
enough to deter a timid woman from even 
mentioning the subject of her ills to a phy- 
sician. The surgeon’s knife has sacrificed 
many a life, to say nothing of the needless, 
abhorrent mutilations caused thereby, for 
there have been some, and are yet, sorry to 
say, who consider the knife the paramount 
remedy for nearly all disorders of the fe- 
male genital tract. So not only modesty 
but fear has played a part in the increase 
of these affections. What we need is 
medical gynecology, and it is surely mak- 
ing its appearance, in other words, medi- 
eal treatment for these troubles that re- 
quires neither the presence of the knife nor 


local treatment, and then our women will 
not hesitate to consult their physician. 

A safe, positive and efticacious remedy 
for diseases of the uterus, such as uterine 
and ovarian congestion, dysmenorrhoea, 
menorrhagia, metrorrhagia, inflammation 
and neuralgia, endometritis, leucorrhoea, 
vaginitis, uterine, engorgement, displace- 
ment, etc., etc., is Eumetra. It is not a 
remedy to be applied locally, but is ad- 
ministered internally, and is an efficient, 
essential tonic to the female organs of gen- 
eration. I append a few cases in which I 
employed it with most marked results: 

Case 1.—Mrs. T. came to me complain- 
ing that she did not feel well at all, was 
feverish, had had a chill in the morning, 
suffered with nausea, dizziness, cephalal- 
gia, ete., etc. She said that she was un- 
well but that it had stopped on the second 
day, which was the day she presented her- 
self to me, and supposed that that was the 
cause of her illness, but she had had great 
pain for the two days, and had always 
been compelled to go to bed two or three 
days out of every month, so sick was she. 
I prescribed Eumetra, two tablets to be 
taken t. i. d. for three days, and then told 
her to come back at the end of the third 
day. She did so and said that the flow re- 
turned the second day, and she was feel- 
ing very much better. 1 ordered her to 
take them for a month regularly until the 
appearance of the next time, and then re- 
port to me the result. She did so, and said 
that she hardly knew she was sick, as she 
had so little trouble, something unknown 
to her for years. To entirely eradicate the 
trouble from her system, as it had almost 
become chronic, I told her to continue tak- 
ing it for three or four months. I saw 
nothing more of her until I met her on the 
street one day, some months afterwards, 
and she was delighted with both Eumetra 
and the physician who prescribed it. She 
has no more trouble at these times. 

Case 2.—Miss Mary T., engaged in a 
large department store, was frequently a 
sufferer from dysmenorrhoea. Her courses 
lasting only one day and very scanty. 
Eumetra tablets, three t. i. d. and contin- 
ued all through the month until her next 
menstrual period was over, effected a cure. 
She does not suffer any now, and her 
menses occupy from three to five days. 

Case 3.—Miss Helen F., alsowemployed in 
a large department store, was a sufferer 
at these times with amenorrhoea. Eumetra 
tablets gave her the best results in due 
time, and restored the regular menstrua- 
tion with no irregularity nor suppression. 

Case 4.—Miss B. F. has been a sufferer 
for months with disordered menstrual 
periods, experiencing great pain in the cav- 
ity of the ovaries, more pronounced on the 
right side. She had been treated protract- 
edly for this by several eminent and re- 
nowned physicians with a steadily increas- 
ing severity. With Eumetra she grew con- 
tinuously better till now she is perfectly 
well. ‘ 

Case 5.—A young lady, aged 22 years, 
had not had her courses for three months. 
I prescribed Eumetra, three tablets three 
times a day for six days prior to the event, 
and on the second day just in advance of 
the date when she expected it to return, I 
gave three, three times a day, and after 
that one tablet three times a day for a 
month. A flow was manifest, making its 
appearance with absolutely no pain. She 
has had one or two occasions to resort to 
Eumetra since, but is usually perfectly 
normal. 

Case 6.—Mrs. Carry C. had sometime pre- 
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vious given birth to a large boy baby. She 
was severely lacerated, both the womb 
and the vagina. An operation was per- 
formed and for days she was not expected 
to recover, but finally she did, but ever 
since has had very grave symptoms espe- 
cially during her menstrual periods. She 
had resorted to various treatments with no 
permanent results, in fact, a number of 
physicians have told her that she could not 
get well without an operation, and as she 
suffered from one once before, and ob- 
tained no permanent results, she would not 
consent to another. I was’ consulted. I 
found an operation was indicated both on 
the vagina and the cervix. She had much 
confidence in me, but would not allow an 
operation, so I consented to treat her local- 
ly and constitutjonally, which I did, but 
little relief as to the painful periods to 
which she was subjected every month, in 
fact, she was about to try other skill when 
I commenced the useof Eumetra, three pills 
three times a day, when the relief she ob- 
tained renewed her confidence in me, and I 
was allowed to continue’ the case, and 
made a permanent cure, as far as the 
chronic infiarhmation, congestion and ul- 
ceration of the womb and appendages, also 
the painful irregularities of menstruation 
are concerned, but the operations, perine- 
oplasty and trachelorrhaphy, have not, as 
yet, been performed, but she has now a 
painless and regular menstruation, which 
is quite a relief to her. 

Case 7.—A young married lady, 25 years 
of age, mother of two baby girls, called 
me to examine her womb. I confined her 
with her first child, but not the second one. 
On inquiry, she stated that she was all run 
down, that she had lost a large amount of 
blood during her menstrual period, and 
that she was sore about the womb. She 
also stated that it was very painful to 
copulate, and that life was a decided bur- 
den to her. I made a very careful exam- 
ination and found her suffering from en- 
dometritis. The womb presented a sinosed 
condition about the oss, painful to the 
touch, four times its normal size, oozing of 
blood and mucus, vagina raw and tender 
in many parts. I put her on Eumetra, 
three tablets three times a day and con- 
tinued -this treatment for three months, at 
which time she was entirely another 
woman in féelings and appearance. 

For suppressed or painful menstruation, 
and kindred disorders of the uterus, I am 
confident that Eumetra is the most puis- 
sant and efficacious remedy ever produced, 
for positive relief from any pain about the 
lower portion of the abdomen, also nausea 
and vomiting, fever, all neuroses caused by 
painful or suppressed menstruation is 
promptly alleviated by its use. I usually 
give in these cases from one to three tab- 
lets, three times a day, according to the 
indications of the case. Usually one dose 
gives relief. It is, without doubt, a most 
efficient procuction, and when a physician 
has once used it, he will surely do so again. 


VALUABLE NEW AND SEASONABLE 
REMEDIES. 


Two new tablets now being placed on 
the market by the Antikamnia Chemical 
Company, are worthy the attention of pro- 
gressive medical men. 

“Antikamnia Laxative Tablets” and 
“Antikamnia & Quinine Laxative Tablets” 
offer reliable remedies in tablet form, in- 
suring accuracy of dose, convenience of 
administration, and maximum activity. 

In all diseases and affections where pain 


and fever are present, Antikamnia Laxa- 


‘tive Tablets are invariably indicated. This 


is especially true in the beginning of the 
various fevers; in acute throat, bronchial 
and lung affections; and especially in the 
acute illnesses of early life. Attention is 
particularly called to the therapeutics of 
this tablet. One of its ingredients acts 
especially by increasing intestinal secre- 
tion, another by increasing the flow of 
bile, another by stimulating peristalic 
action, and still another by its special 
power to unload the colon. 

To reduce fever, quiet pain, and at the 
same time administer a gentle laxative and 
strong tonic is to accomplish a great deal 
with a single tablet and for this the Anti- 
kamnia & Quinine Laxative Tablets are 
particularly adapted. 

Among the many diseases and affections 
which call for such a combination, we 
might mention la grippe, influenza, coryza, 
coughs and colds, chills and fever, and ma- 
laria with its general discomfort and great 
debility. 

We would especially call attention to the 
wide use of Antikamnia and Quinine Laxa- 
tive Tablets in chronic or semi-chronic dis- 
eases which begin with a severe “cold.” 

When the temperature of the body is 
above normal, conditions are especially 
favorable for germ development. It is a 
matter of every day observation that a 
simple laxative is often sufficient to relieve 


GLOBE NEBULIZERS. 


At the meeting of the British Medical 
Association held in Montreal in 1897, a 
very prominent physician of London, Eng- 
land, who was examining the exhibit of 
Nebulizers, Air Compressors, etc., made by 
the Globe Manufacturing Co., remarked to 
a friend, ‘“‘The Americans are ahead of us 
in these lines.” Globe Nebulizers are ex- 
tensively used the world over, and have 
long been recognized as the standard in- 
struments of their class. 

A number of new styles have been 
brought out recently, both in single and 
multiple nebulizers and combinations with 
air receivers, tables, ete. No physician can 
afford to be without one of ‘these outfits, as 
they are of inestimable value in the treat- 
ment of diseases of the nose, throat, mid- 
dle ear, bronchial tubes and lungs. Full 
particulars will be furnished on applica- 
tion to Globe Manufacturing Co., Battle 
Creek, Mich. 


WINTER COUGHS—GRIPPAL NEU- 
ROSES. 


That codeine had an especially beneficial 
effect in cases of nervous cough, and that 
it was capable of controlling excessive 
coughing in various lung affections, was 
noted before its true physiological action 
was understood. Later it was clear that 
ts power as a nerve calmative was due. 
as Bartholow says, to its special action on 
the pneumogastriec nerve. Codeine stands 
apart from the rest of its group, in that it 
does not arrest secretion in the respiratory 
and intestinal tract. In marked contrast is 
it in this respect to morphine. Morphine 
dries the mucous membrane of the respira- 
tory tract to such a degree that the condi- 
tion is often made worse by its use; while 
is effect on the intestinal tract is to pro- 
duce constipation. There are none of these 
disagreeable effects attending the use of 
codeine. 

The coal-tar products were found to have 
great power as analgesics and antipyretics 


long before experiments in the therapeu- 
tical laboratory had been conducted to 
show their exact action. As a result of 
this laboratory work we know now that 
some of them are safe, while others are 
very dangerous. Antikamnia has steed 
the test of exhaustive trial, both in clinical 
and regular practice and has been proven 
free from the usual untoward after-effects 
which accompany, characterize and dis- 
tinguish all other preparations of this 
class. Therefore Antikamnia and Codeine 
Tablets afford a very desirable mode of 
exhibiting these two valuable drugs. The 
proportions are those most frequently in- 
dicated in the various neuroses of the 
larynx as well as the coughs incident to 
lung affections, grippal conditions, ete.— 
The Laryngoscope. 


THE CATARRHAL DIATHESIS. 


In catarrhal affections of the various 
mucous membranes, particularly of the re- 
spiratory tract, there exists not only a re- 
laxed atonic condition of these structures 
but an uderlying constitutional state of 
malnutrition. All authorities agree that 
in order to eradicate the local pathologic 
conditions, treatment by appropriate sys- 
tematic remedies is indispensable; the pa- 
ient’s nutrition must be fostered and re- 
stored so that a degree of constitutional 
vigor is attained which antagonizes the 
eatarrhal processes. Gray’s Glycerine 
Tonic Comp. is the remedy par excellence 
in these cases because it has a two-fold 
action. Primarily and chiefly it overcomes 
malnutrition; it re-establishes normal nu- 
trition by eradicating the ever-present 
atonie condition of the digestive organs, 
thus assuring the maintenance of normal 
digestion and assimilation of food; restora- 
tion of tone and nervous force to the en- 
tire system, and incidentally to the mu- 
cous membrane, is a natural sequence. 
Gray’s Glycerine Tonic Comp. has, more- 
over, a direct local anti-phlogistic and tonic 
influence upon the disordered circulation 
of the mucous membranes; it relieves en- 
gorgement and restores tone to the relaxed 
atonie blood vessels. This remedy will 
prove effective in obstinate and recurrent 
eatarrhal affections of the respiratory and 
gastro-intestinal tracts which have resisted 
all other treatment. 

THE PURDUE FREDERICK CoO., 
Sole Proprietors. 
No. 15 Murray St., New York. 


BLOODLESS OPERATIONS. 


Bloodless operations upon the nasal sep- 
tum are now an established fact, due to 
the discovery of the astringent and hemo- 
static properties of Suprarenal Capsules. 
The rhinologist may conscientiously assure 
his patient that operations can be per- 
formed with little or no demonstration of 
blood by employing the Aqueous Extract 
of the Suprarenals. 

An extract made by the following formu- 
la is very efficacious and has excellent 
keeping qualities: 

Adrenals (Armour’s Desiccated) ....dr. 1 


Cinnamon Water ............ .....drs, 4 
Camphor Water (hot) ..............0% 1 
Distilled Water (hot) q. s. ad....... ozs. 2 


Macerate for four hours, then filter. 

The surgeon will find this extract a great 
aid in all minor operations. 

To insure results a pure Suprarenal sub- 
stance should be used. 
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